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ABSTRACT 
 This study uses a cross-sectional correlational research design using a non-experimental 
causal technique to examine the direct relationships between (a) nurse middle manager (NMM) 
characteristics, (b) NMM relationships, and (c) NMM role functions and workplace mistreatment 
(WPM) variables. This study also examines the indirect relationships between organizational 
change and WPM variables through NMM relationships and NMM role functions. Additionally, 
this study observes the effects of the work environment variables on the WPM variables in a 
hypothesized model based on theoretical ordering. Antecedents of workplace incivility (WPI) 
and workplace bullying (WPB) in nursing work environments have not been extensively studied 
and how environmental factors are interrelated and the nature of the relationships these variables 
have with WPI and WPB remains unknown. Nurse middle managers have a unique perspective 
of business operations and the delivery of patient care, and this population offers insight into 
issues within the health care context and how forms of WPM manifests in the work environment. 
A total of 139 nurse middle managers (82 inpatient, 44 outpatient, and 13 other clinical areas) 
employed through 75 different organizations across 30 states were represented in this study. 
Across all settings, 97.8% of the participants reported experiencing a degree of incivility and 
89.9% of the participants reported experiencing a degree of bullying. The results of hierarchical 
linear regressions analyses established that NMM work environment variables explained a 




significant, R2 = 24.00%, F(7, 131) = 5.93, p < .001; R2 = 17.00%, F(7, 131) = 3.84, p = .001, 
respectively. A significant negative direct relationship was found between NMM-director 
relationships and adequate budgeted resources and WPI, β = -.30, p < .05; β = -.24, p < .05, 
respectively. A significant negative direct relationship was found between NMM-director 
relationships and WPB β = -.30, p < .05. The results indicate the importance of addressing work 
environment relationships with upline directors and ensuring adequate resources to offset or 
prevent perceptions of WPI and WPB among NMMs. These findings bear implications for future 
intervention studies to improve relationships between NMM and their upline directors and ensure 
adequate financial resources to prevent forms of WPM. 
The form and content of this abstract are approved. I recommend its publication. 
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INTRODUCTION TO THE STUDY 
Introduction 
Healthy work environments are composed of effective communication and support 
systems, manageable workloads, adequate resources to complete job tasks, collaborative 
relationships, and a culture of respect (Bakker & Demerouti, 2014; Clark & Carnosso, 2008; 
Porter-O'Grady & Malloch, 2015). Civility, defined as “authentic respect for the people involved 
and that each encounter requires time, presence, engagement, and intention to seek common 
ground,” should be demonstrated in nursing work environments (Clark, 2017, p. 10). When these 
interrelated work environmental factors are ineffective or subpar, interpersonal relationships and 
communication can be impacted. Organizational changes, or initiatives, can cause further 
turbulence and relationships and communication and support systems determine whether a 
change is accepted and adopted (Porter-O'Grady & Malloch, 2015).  
Different forms of workplace mistreatment (WPM) are rampant in nursing work 
environments and will continue to persist until this phenomenon is thoroughly understood and 
addressed at the system level. Workplace mistreatment in nursing work environments negatively 
impact the psychological and physical health of individuals and leads to financial repercussions 
for health care organizations (Felblinger, 2009). Workplace mistreatment encompasses several 
forms of abuse which includes incivility (WPI) and bullying (WPB) (Asfaw, Chang, & Ray, 
2014). Incivility and bullying have been reported as some of the most difficult facets of the job 
(O'Keeffe, 2017), and nurses have a high probability of experiencing and/or witnessing forms of 




While factors in the work environment are theorized to enable or inhibit forms of 
mistreatment, little is known about environmental antecedents of WPM. Currently, a gap in the 
literature related to the understanding of the relationships between work environment factors and 
forms of WPM from a systems perspective exists. Modifiable environmental antecedents of 
WPM in clinical nursing work environments have not been identified. Gaining insights from 
nurse middle managers (NMMs) creates a unique opportunity for researchers to tap into the 
healthcare context – precisely the people, processes, and structures of organizations (Brewer, 
Verran, & Stichler, 2008) – to identify organizational facilitators of mistreatment. This doctoral 
research aims to explore relationships between variables in the clinical nursing work 
environment and WPI and WPB from the perspective of NMMs.  
Purpose of the Study 
The purpose of this cross-sectional research study using a non-experimental causal 
technique is to determine the effects between (a) NMM characteristics (number of years in a 
clinical management position and current manager position), (b) organizational characteristics as 
measured by number of organization changes, and (c) factors in clinical nursing environments 
(degree of supportive and communicative relationships with upline director, adequacy of 
budgeted resources, manageable workload, and degree of collegial physician relationships), and 
WPM (WPI and WPB). This study aims to test the proposed model that hypothesizes direct and 
indirect relationships between organizational characteristics, NMM factors, and forms of WPM.  
Study Rationale 
Problem Statement  
 Workplace mistreatment in work environments negatively impacts nurses, is costly to 




(Felblinger, 2009; Lachman, 2014; Roberts, 2015; Schilpzand, De Pater, & Erez, 2016). Forms 
of mistreatment are prevalent in the workplace. The ongoing Health and Safety Survey, 
performed by the American Nurses Association (2015b), found that 50% of respondents 
“experienced verbal and nonverbal aggression from a peer and 42% from a person in a higher 
level of authority” (p. 1). This statistic is similar to a study conducted by Spence Laschinger, 
Wong, Cummings, and Grau (2014), which found that up to 53% of surveyed Canadian nurses 
across nine provinces self-reported experiences of WPI. A recently published study examining 
the prevalence of experienced WPB among nurse leaders, 40.1% of 345 participants reported 
being bullied in the past six months (Hampton, Tharp-Barrie, & Kay Rayens, 2018). 
 The literature supports that different forms of WPM negatively affect the psychological 
and physiological state of those who experience and/or witness such behaviors. Such symptoms 
include, but are not exclusive to, stress, fear, fatigue, and burnout (Castronovo, Pullizzi, & 
Evans, 2016; Nielsen & Einarsen, 2012; Schilpzand et al., 2016; Vagharseyyedin, 2015). 
Organizations are impacted by the costs associated with WPM outcomes, which includes 
productivity loss estimated to be approximately $11,000 - $50,000 annually per nurse (Hutton & 
Gates, 2008; Lewis & Malecha, 2011). Organizations also are impacted by sickness-absenteeism 
expenditures, which was estimated to be $4 billion in 2010 in the United States (Asfaw, Chang, 
& Tay, 2014). Turnover, which is estimated to cost rganizations $58,000 per nurse (NSI Nursing 
Solution, 2016), is associated with forms of WPM (Castronovo et al., 2016; Schilpzand et al., 
2016). Workplace mistreatment can compromise patient safety due to conflict between members 
of the patient care team in which poor communication and avoidance behaviors lead to delayed 
and/or missed care and the inability for nurses to advocate for their patients (Becher & Visovsky, 




National Association for Healthcare Quality (2012) describes an increase in harassment and 
retaliation towards healthcare managers when reporting poor quality of care. Workplace 
mistreatment is also harmful to the nursing profession as there is a perception that experiencing 
forms of mistreatment are “part of the job” (Trossman, 2018, p. 37). Experiences of WPM, 
explicitly bullying and violence, is associated with professional turnover (Becher & Visovsky, 
2012; Blair, 2013; Castronovo et al., 2016; Roberts, 2015; Weaver, 2013). 
Forms of WPM have seeped into many aspects of the health care delivery system, and 
research has supported the detrimental consequences of misbehaviors; however, WPM continues 
to plague healthcare organizations. Theories of WPI and WPB have neither been thoroughly 
developed nor robustly tested, specific to nursing work environments. Modifiable risk factors, or 
antecedents, of WPM in the healthcare work environment for both inpatient and ambulatory care 
settings, remain unknown. To effectively prevent and address WPM, it is vital to thoroughly 
understand forms of mistreatment by identifying variables in the environment that are facilitating 
misbehaviors and identifying variables that are amenable to change.      
Rationale for the Study 
Workplace mistreatment is an overarching construct that encompasses several forms of 
abuse that occur internally and externally in the workplace and can arise from any source; 
specifically, incivility, bullying, and workplace violence. The intensity of these various forms 
ranges from low (WPI) to high (workplace violence). Forms of WPM are uncivil, deviant, and 
antisocial, and can be intimidating, aggressive, and/or violent (Asfaw, Chang, & Ray, 2014; 
Harlos & Axelrod, 2005; Tarasenko, 2017). The climate of the work environment is theorized to 




Investigating antecedents to these two forms of WPM have become a research priority in 
several disciplines. High work demands/workload, lack of leader awareness, and lenient work 
environments, and exhaustion have been identified as antecedents to WPI and WPB (Andersson 
& Pearson, 1999; Blair, 2013; Blau & Andersson, 2005; Branch, Ramsay, & Barker, 2013; 
Einarsen, 2000; Einarsen, Hoel, & Notelaers, 2009; Francis, Holmvall, & O’Brien, 2015; Gillen, 
Sinclair, Kernohan, Begley, & Luyben, 2012; Lewis & Malecha, 2011; Ostrofsky, 2012; Porath 
& Pearson, 2013; Roberts, 2015; Rodwell & Demir, 2012; Schilpzand et al., 2016; Torkelson, 
Holm, Backstrom, & Schad, 2016; Vagharseyyedin, 2015; Waschgler, Ruiz-Hernández, Llor-
Esteban, & Jiménez-Barbero, 2013). A majority of nursing research studies in this area have 
focused on forms of WPM among direct care nurses, and no studies have examined WPI among 
nurse middle managers. Research studies investigating workload, job demands, and 
organizational stressors as precursors to forms of WPM have been conducted using students and 
professionals from other industries as participants, but not nurses at any level. Antecedents of 
WPI and WPB in nursing work environments have not been extensively studied, and it is unclear 
how environmental factors are interrelated and the relationship these variables have with WPI 
and WPB. There are environmental factors that have yet to be examined simultaneously with 
WPI and WPB, which this study proposes to do. The purpose for conducting this study is to 
identify relationships in the work environment that potentially lead to WPI and WPB. This study 
aims to examine relationships between work environment and forms of WPM to identify 
amendable variables that provide a stepping stone for future studies to test data-driven 
interventions.  
As part of a meta-synthesis study, it was found that nurse managers identified challenges 




high workloads related to organizational demands around initiatives. Nurse managers discussed 
dealing with conflict and misbehaviors that infiltrated daily interactions in the workplace. The 
study concluded that conflict and misbehaviors were unintended consequences of organizational 
system issues related to ineffective structures, processes, and resources, which lead to system 
turbulence (Tarasenko, Thomas, Gdanetz, & Jones, 2018) This study assisted in identifying 
concepts to be further examined as potential antecedents of WPM, such organizational change, 
workload, relationships with top leadership, resource allocations, and physician relationships. 
 Forms of WPM, specifically WPI and WPB continue to lack conceptual clarity and 
consistent operational definitions (Branch et al., 2013; Tarasenko, 2017) and terms associated 
with WPM and related misbehaviors are often used without differentiation in the practice setting. 
Current psychometric scales may not capture different forms of mistreatment between the 
various levels of organizations (Gillen et al., 2012), such as administration, middle management, 
and staff. Shortcomings in current psychometrics scales lead to questioning how forms of WPM 
manifest in the work environment at different levels of healthcare organizations and whether a 
new tool should be developed to capture forms of mistreatment at the management level. Further, 
if researchers do not well-define the conceptualization and operationalization of forms of WPM, 
the science will not advance in understanding how and why different forms of WPM occur and 
how to intervene effectively. Workplace incivility and WPB have been conceptually delineated 
for this study. This study used a psychometric tool to capture WPI and WPB which was 
developed using qualitative data from nurse middle managers to capture the two forms of WPM 
at the management-level.   
Nurse middle managers (NMM) are the targeted population for this study, as they have a 




microsystems at the point in which healthcare is delivered and operations at the organizational 
level. As a result, they are uniquely privy to system issues and offer insight into contextual 
factors that lead to WPI and WPB. Modifiable risk factors for WPM from a systems perspective 
have not been identified, nor have possible relationships between environmental variables and 
WPM. 
In 2015, the American Nurses Association released a position statement that forms of 
WPM will not be accepted and that employers and nurses “have an ethical, moral, and legal 
responsibility to create a healthy and safe work environment for RNs and all members of the 
healthcare team, health care consumers, families, and communities” (American Nurses 
Association, 2015a, p. 1). This position statement is in alignment with the “Code of Ethics for 
Nurses” in which nurses are obligated to treat others with respect, work collaboratively, maintain 
professional integrity, and advance the “ethical environment of the work setting and conditions 
of employment that are conducive to safe, quality health care” (American Nurses Association, 
2015c, p. 8). There is an increasing number of reports of verbal abuse and violence towards 
nurses in the past three years. The American Nurses Association is advocating to end nurse abuse 
through policy reform (Trossman, 2018; Weinstock, 2018). To aid in policy reform and to 
prevent future occurrences, research to guide policy and practice will be essential to identify 
environmental precipitators of WPI and WPB that are facilitating misbehaviors.  
Significance 
Forms of WPM have infiltrated the interactions and relationships in the work 
environment, and research has supported the damaging consequences of WPM. The theory of 
WPI, originating from the business management discipline (Andersson & Pearson, 1999), and 




been thoroughly developed nor robustly tested specifically to nursing work environments. The 
proposed research study is the next logical step in understanding WPM in nursing work 
environments from a systems perspective. This study offers an innovative approach to refine how 
the environment inhibits or facilitates WPM by examining forms of mistreatment simultaneously 
and testing the two theories through a nurse environment lens. In this study, forms of WPM are 
viewed as potential unintended consequences of system issues around organizational change 
through the perspective of NMMs. Nurse middle managers may offer more comprehensive 
explanations of contextual factors that lead to forms of WPM, which may differ from research 
findings in other fields. Individuals in NMM positions experience pressures from their 
employees and upper management that may explain stressors that lead to forms of WPM 
(Ostrofsky, 2012).  
Terms of mistreatment are used interchangeably by individuals working in practice and 
academic settings, which leads to the question as to whether leaders recognize the differences 
between forms of WPM to appropriately prevent and address each form of misbehavior to create 
a harassment-free environment. Further, if researchers do not explicitly state their 
conceptualization and operationalization of forms of WPM, the science will not advance in 
understanding how and why different forms of mistreatment occur and how to intervene 
effectively. To effectively prevent and address WPM in healthcare organizations it is vital to 
operationalize forms of WPM, thoroughly understand the causes of WPM, and continue to 
develop a theory that will guide practice. This study aims to examine relationships between work 
environment factors and two forms of WPM to identify amenable variables for future studies to 




This research aligns with the National Institute of Nursing Research (2016) areas of 
scientific focus, explicitly, “Wellness: Promoting Health and Preventing Disease.” Well-being in 
work environments should be promoted to prevent chronic conditions secondary to chronic 
stress, such as anxiety, fatigue, and depression. These conditions are associated with workplace 
mistreatment and work-related stress and can lead to additional physiological and psychological 
symptoms. By understanding the unintentional consequences of workplace mistreatment and 
work-related stress, preventive interventions can be put into real-world settings. Such 
interventions should be tested for effectiveness to improve health outcomes of nurses and 
prevent disease across settings. Organizational interventions have the potential to enhance 
professional relationships and roles functions in the workplace. 
Research Aims and Hypotheses 
Research Aims 
This research study aims to investigate the individual direct and indirect relationships 
between the (a) NMM characteristic variables, (b) organizational characteristics variable, (c) 
NMM relationships variables, and (d) NMM role function variables, and WPI and WPB, as 
displayed in Figure 1. This research study also aims to investigate the full hypothesized model in 
Figure 2 to determine the effects of the environmental variables on WPI and WPB.  
Aim 1:  To examine the direct relationships between the (a) NMM Characteristic 
variables, (b) NMM Relationship variables, and (c) NMM Role Function 
variables and the WPM variables.  
Aim 2:  To examine the indirect relationships between the organizational characteristic 
variable and the WPM variables through the NMM relationships and NMM role 




Aim 3:  To test the full hypothesized model, based on theoretical ordering, by examining 
the additional importance of the independent variables in predicting WPI and 
WPB.  
Hypotheses for the Individual Direct and Indirect Relationships – Model 1 Displayed in 
Figure 1 
H1 a:  There will be a positive direct relationship between the number of total years in an 
  NMM position and WPI. 
 b: There will be a positive direct relationship between the number of total years in a 
 NMM  position and WPB.   
 c: There will be a positive direct relationship between the number of years in the 
 current NMM position and WPI. 
 d: There will be a positive direct relationship between the number of years in the 
 current NMM  position and WPB. 
H2 a: There will be a negative direct relationship between the total number of 
  organizational  changes and “Collegial relationships between nurse manager and 
  physicians”. 
 b: There will be a negative direct relationship between the total number of 
  organizational  changes and “Constructive nurse manager-director relationships”. 
 c: There will be a positive indirect relationship between the total number of 
 organizational  changes and WPI through low scores of “Collegial relationships 




 d: There will be a positive indirect relationship between the total number of 
 organizational  changes and WPB through low scores of “Collegial relationships 
 between nurse manager and physicians”.  
 e: There will be a positive indirect relationship between the total number of 
 organizational  changes and WPI through low scores of “Constructive nurse 
  manager-director relationships”. 
 f: There will be a positive indirect relationship between the total number of 
 organizational  changes and WPB through low scores of “Constructive nurse 
  manager-director relationships”. 
H3 a: There will be a negative direct relationship between "Collegial relationships 
  between nurse manager and physicians" and WPI. 
 b: There will be a negative direct relationship between "Collegial relationships 
  between nurse manager and physicians" and WPB. 
 c: There will be a negative direct relationship between “Constructive nurse 
  manager-director relationships” and WPI. 
 d: There will be a negative direct relationship between “Constructive nurse 
  manager-director relationships” and WPB. 
H4 a: There will be a negative direct relationship between the number of organizational 
 changes and “Fair and manageable workload”. 
 b: There will be a negative direct relationship between the number of organizational 




 c: There will be a positive indirect relationship between the number of 
 organizational  changes and WPI through low scores of “Fair and manageable 
 workload”. 
 d: There will be a positive indirect relationship between the number of 
 organizational  changes and WPB through low scores of “Fair and manageable 
 workload”. 
 e: There will be a positive indirect relationship between the number of 
 organizational  changes and WPI through low scores of “Adequate budgeted 
 resources”. 
 f: There will be a positive indirect relationship between the number of 
 organizational  changes and WPB through low scores of “Adequate budgeted 
 resources”. 
H5 a: There will be a negative direct relationship between “Fair and manageable 
 workload” and WPI. 
 b: There will be a negative direct relationship between “Fair and manageable 
 workload” and WPB. 
 c: There will be a negative direct relationship between “Adequate budgeted 
 resources” and WPI. 
 d: There will be a negative direct relationship between “Adequate budgeted 






Hypotheses for the Full Hypothesized Model – Model 2 Displayed in Figure 2 
H6 a: The relationships as proposed in Model 2 will be statistically significant in the 
  direction as indicated.   
 b: The unpredicted relationships will be statistically insignificant no matter the 







  The purpose of this cross-sectional research study using a non-experimental causal 
technique is to determine whether relationships exist between NMM characteristics, 
organizational characteristics, factors in the clinical nursing work environment and WPM as 
perceived by NMMs. Two middle-range theories underpin the proposed model. Variables 
grounded in a qualitative research study have been used to develop and support the proposed 
model. This study is unique as it will be examining relationships of antecedents of WPM, testing 
indirect effects on WPM, and investigating the impact of causes of WPM. Identification of 
environmental factors that lead to WPM and are amenable to change can inform future 
intervention studies to modify structures and processes related to organizational change and 








 THEORY AND LITERATURE REVIEW 
Introduction 
 This chapter reviews two guiding research theories and published literature that support 
the development of the models and relationships under investigation. Variables included in the 
models were validated by a preliminary qualitative descriptive study in which details of the study 
are briefly discussed. This research study is framed by a systems perspective, which will be 
explained in the chapter. Core research concepts are provided at the end of the chapter.   
Guiding Research Theory 
Workplace Mistreatment 
Workplace mistreatment (WPM) is an overarching concept that encompasses several 
forms or concepts of mistreatment that can occur internally or externally (e.g., social media) of 
organizations. Workplace mistreatment encompasses uncivil, aggressive, deviant, antisocial, 
violent, harassing, physically abusive, bullying, and/or tyrannical behaviors (Asfaw, Chang, & 
Tay, 2014). Concepts associated with WPM include workplace incivility (WPI); abusive 
supervision; workplace bullying (WPB), also labeled lateral/horizontal violence/bullying; and 
workplace violence. Workplace mistreatment research has been conducted since the 1990s in 
which outcomes were the primary focus. In the early 2000s, research focused on theory and 
psychometric survey development to capture forms of WPM, and today, there is a call to focus 
on antecedents and intervention research (Hershcovis, 2011; Samnani & Singh, 2012; Schilpzand 
et al., 2016). Factors in the work environment are theorized to facilitate or inhibit incivility; 
however, little is known about environmental antecedents of WPI and WPB in nursing work 




model under investigation is Andersson and Pearson’s (1999) “Spiraling Effect of Incivility in 
the Workplace” and Einarsen’s (2000) “Study of Bullying and Harassment at Work”.   
Workplace incivility. Andersson and Pearson (1999) developed a conceptual 
framework/middle-range theory to describe how incivility occurs in the workplace and theorized 
how WPI can spiral into more aggressive behaviors that become the workplace norm. Workplace 
incivility, theorized as a process, transpires as an uncivil event, which is a social interaction that 
occurs between the perpetrator(s) and target(s), and may include witness(es) (Andersson & 
Pearson, 1999; Pearson, Andersson, & Wegner, 2001). Andersson and Pearson (1999) proposed 
that individual and organizational characteristics play a facilitating role in the initiation of an 
“incivility spiral”. The authors noted that individuals with a hot temperament (impulsive, 
emotionally reactive, and rebellious) are more likely to behave in a discourteous or aggressive 
manner under stressful circumstances. Andersson and Pearson (1999) also proposed that 
informal work environments (casual language and dress) facilitate uncivil behaviors due to the 
inability of individuals to discern appropriate behaviors. The authors explained that in informal 
work environments employees are less likely to demonstrate emotional restraint. Andersson and 
Pearson (1999) noted that there might be unaccounted organizational characteristics facilitating 
WPI.   
The authors theorized WPI as an antecedent to coercive behaviors in the workplace. 
Secondary spirals can occur when other individuals or parties partake in a new or occurring 
spiral after witnessing an incivility spiral and respond negatively. As posited by the authors, 
many spirals can be occurring throughout the organization simultaneously. The organization can 
reach a critical threshold in which several spirals are occurring simultaneously, creating a toxic 




to WPI as a workplace norm (Andersson and Pearson, 1999; Pearson, Andersson, & Wegner, 
2001). 
Andersson and Pearson (1999) defined WPI as “low-intensity deviant behavior with 
ambiguous intent to harm the target, in violation of workplace norms for mutual respect. Uncivil 
behaviors are characteristically rude and discourteous, displaying a lack of regard for others” (p. 
457). Workplace incivility can occur from any source, including employees (between peers and 
between subordinates and supervisors), students, patients/clients, and visitors (Campana & 
Hammoud, 2015; Felblinger, 2009; Ostrofsky, 2012; Porath & Pearson, 2013). Blevins (2015) 
noted that nurse incivility crosses back and forth between the academic setting and the practice 
setting. The perpetrator may lack awareness and unintentionally commit an uncivil act, or the 
perpetrator may intentionally behave in an uncivil manner. The intention of the uncivil 
behaviors, as perceived by the target and/or witness, may be unknown, known, or misperceived 
(Andersson & Pearson, 1999; Campana & Hammoud, 2015; Francis et al., 2015; Lachman, 
2014; Ostrofsky, 2012; Oyeleye, Hanson, O'Connor, & Dunn, 2013; Porath & Pearson, 2013; 
Schilpzand et al., 2016). Several articles maintain that WPI does not include physical behaviors; 
instead, it includes behaviors that are exclusively psychologically aggressive (Campana & 
Hammoud, 2015; Francis et al., 2015; Ostrofsky, 2012; Vagharseyyedin, 2015) and subtle 
(Harold & Holtz, 2015; Lewis & Malecha, 2011; Ostrofsky, 2012; Porath & Pearson, 2013; 
Vagharseyyedin, 2015). Incivility can be isolated or be chronically experienced, and sources can 
include one or more perpetrators (Campana & Hammoud, 2015; Francis et al., 2015; Kerber et 
al., 2015; Schilpzand et al., 2016). Several authors note that WPI is experienced daily and is 
pervasive in the work environment (Felblinger, 2009; Harold & Holtz, 2015; Hutton & Gates, 




Workplace bullying. Einarsen (2000) proposed that WPB is a systematic process, 
similar to what has been proposed for WPI. The perpetrator demonstrates indirect misbehaviors 
at a low-frequency and as the conflict persists the misbehaviors become more frequent, direct, 
and aggressive. Misbehaviors associated with WPB are intentionally aimed towards a target. The 
target cannot defend oneself due to a power imbalance that is social, physical, economic, and/or 
psychological. Psychological and physically violent behaviors are eventually demonstrated, and 
the victim reacts emotionally and behaviorally, leading to negative individual and organizational 
outcomes (Einarsen, 2000). The author explained that personality differences and conflict history 
are antecedents to the process. Einarsen (2000) theorized that the display and escalation of 
conflict are influenced by whether the organization climate permits aggressive behaviors to occur 
without repercussion (low moral standard work climate), the presence of social support, and the 
enforcement of policies to address conflict in the workplace. Einarsen (2000) discussed 
environmental variables that facilitate WPB, such as high demands and workload, low social 
support, and inadequate leadership related to lack of shared decision-making and feedback. The 
author notably discussed that increased workload and demands can lead to frustrations and, 
eventually, conflict.   
Einarsen, Hoel, Zapf, and Cooper (2011), published “Bullying and Harassment in the 
Workplace: Developments in Theory, Research, and Practice” and provided an updated 
definition of WPB: 
Harassing, offending, socially excluding someone or negatively affecting someone’s 
work tasks. In order for the label bullying (or mobbing) to be applied to a particular 
activity, interaction or process it has to occur repeatedly and regularly (e.g., weekly) and 




course of which the person confronted ends up in an inferior position and becomes the 
target of systematic negative social acts. A conflict cannot be called bullying if the 
incident in an isolated event or if two parties of approximately equal ‘strength’ are in 
conflict. (Gillen et al., 2012, p. 2)  
 Workplace bullying can occur from any source in which a power differential (formal or 
informal, perceived or real) exists in which the target cannot defend her/himself. Interactions in 
which WPB occur can include employee to employee, employee to manager, manager to 
employee, and group to individual (Branch et al., 2013; Castronovo et al., 2016; Einarsen, 2000; 
Einarsen et al., 2009; Gillen et al., 2012; Nielsen & Einarsen, 2012; Rodwell & Demir, 2012; 
Samnani & Singh, 2012). The consensus is that WPB is aggressive. Several authors noted that 
WPB includes both psychological and physical intimidation and threats (Castronovo et al., 2016; 
Einarsen et al., 2009; Gillen et al., 2012; Lachman, 2014; Longo, 2015; Nielsen & Einarsen, 
2012; Rodwell & Demir, 2012; Waschgler et al., 2013).  
 Workplace incivility and workplace bullying as outcome research concepts. 
Workplace incivility and WPB are theorized as a systematic process, or on a continuum of 
escalating behaviors demonstrated by the perpetrator, in which rude, aggressive behaviors are 
displayed to an individual that perceives behaviors as negative. The victim reacts emotionally 
and/or behaviorally resulting in adverse outcomes for the individual and organization. Negative 
behaviors may be reciprocated, fueling further conflict and creating a toxic environment in which 
negative behaviors become part of everyday interactions. Low-intensity behaviors, which are 
covert and subtle, are displayed on a continuum by the perpetrator. As conflict continues over 
time and frequency increases, behaviors become overt and are of high-intensity (Andersson & 




environmental variables to WPI and WPB, respectively. Both sets of authors described that 
under stressful work conditions misbehaviors are more likely to occur. Einarsen (2000) specified 
social support, feedback, shared-decision making, job demands, and workload as environmental 
variables that effect WPB. These two theoretical frameworks support the development of the 
model under investigation, specifically, the examination of (a) organizational change to capture 
turbulence, (b) the degree of supportive relationships and constructive communication, (c) 
workload, and (d) WPI and WPB as outcomes of system issues.  
Literature Review 
Nurse Middle Managers Characteristics 
 Nurse middle managers have not been the targeted population of mistreatment studies, 
and little is known about how NMM characteristics relate to forms of WPM. Additionally, few 
studies have examined nurse characteristics and WPM. Leiter, Price, and Spence Laschinger 
(2010) conducted a generational study to examine perceptions of WPI and found that Generation 
X nurses experienced more incivility than Baby Boomer nurses. Oyeleye et al. (2013) found that 
years of experience of nurses had a significant positive correlation with WPI. Although years as 
a manager and year in current middle management position have not been examined with WPI 
and WPB, these variables are worthy of investigation, as they may uncover insight in which 
managers may need additional organization support and training.  
Organizational Characteristics 
Nursing work environments are consistently in a state of turbulence due to organizational 
initiatives and quality improvement projects to provide safer, high-quality of care to patients. 
Quality improvement endeavors, guided by regulatory bodies and industry standards, drive 




Sinioris, 2012). These initiatives and changes increase the demands on clinical nurses and 
healthcare leaders related to “the time, energy, infrastructure, and emotional stress associated 
with documenting, monitoring, reporting, implementing, and evaluating quality indicators and 
initiatives” (Disch & Sinioris, 2012, p. 395). The drive to higher quality creates the “quality 
burden”, which is associated with unintended consequences, such as uncivil and bullying 
behaviors. Disch and Sinioris (2012) described a study through the Institute of Safe Medication 
in which approximately half of the participants changed their communication around a 
medication order due to intimidation, and 75% of the participants sought advice about the order 
from a peer to avoid the perpetrator. With high demands to improve quality, unintended 
consequences are misbehaviors associated with blame, punishment, and hidden agendas. The 
National Association for Healthcare Quality (2012) conveyed that reports of harassment and 
retaliation increased when healthcare managers raised quality concerns.  
In a Swedish study conducted using employees from a school system, organizational 
change had a direct relationship with the perpetration of WPI, and more incivility occurred from 
co-workers when organizational change was perceived to be higher (Torkelson, Holm, 
Bäckström, & Schad, 2016). Skogstad, Matthiesen, and Einarsen (2007) had similar findings 
related to WPB in which there was a direct relationship between organizational change and 
bullying. In a meta-synthesis conducted by Tarasenko et al. (2018), nurse manager participants 
expressed that several hospital initiatives were occurring, which increased stress due to the lack 
of preparation time, unclear communication, and increased workload. The participants explained 
that due to high demands there was an inability to control emotions and the work environment 
became negative among nurse managers. The literature supports that a relationship between 




antecedent to WPI and WPB needs to be examined in nursing work environments in the United 
States.  
Nurse Middle Manager Workplace Relationships 
 Nurse manager-physician relationships. Nurses work alongside physicians at both the 
clinical-level in which patient care is delivered and at the management-level. According to 
Warshawsky, Rayens, Lake, and Havens (2013) high-quality care is actualized through collegial 
relationships between nurse managers and physicians, precisely, “mutual respect and 
accountability” (p. 252). Such collegial relationships do not always exist in nursing work 
environments in which uncivil and bullying behaviors occur. Several authors have attributed 
WPB in nursing to patriarchal influence and physician control over the profession (Becher & 
Visovsky, 2012; Longo, 2015; Rodwell & Demir, 2012; Weaver, 2013). Upon examining 
bullying, Rodwell and Demir (2012), found that less job control among nurses, seen as an 
oppressed group, was related to emotional abuse. In a qualitative study exploring graduate 
nurses’ experiences, a lack of respect was displayed by physicians in which physicians refused to 
communicate with the nurse, verbally attacked the nurse in front of others, and the input of the 
nurse regarding patient care was not taken into consideration. Nurses verbalized issues with 
power struggles between the nurse and physician and graduate nurses conveyed that their work 
tasks were obstructed due to misbehaviors (Kerber et al., 2015). It is questionable whether such 
behaviors occur at the management-level when nurses move from a clinical staff position to a 
management position. Examining the state of the relationship between the nurse manager and the 
physician would be valuable in explaining uncivil and bullying behaviors as outcomes, 
specifically whether physicians understand the role of, value input from, and are willing to create 




the relationships between nurse managers and physicians and the association with WPI and WPB 
related to the increased demands on job roles associated with organizational change.  
Nurse manager-director relationships. According to Warshawsky et al. (2013), 
directors managing nurse managers create supportive relationships through respect and effective 
communication, which includes feedback, clear expectations, and support. Poor senior 
management-nurse manager relationships may be further strained when organization changes 
and high demands are placed employees at the management level which can lead to perceptions 
of mistreatment. In a meta-synthesis conducted by Tarasenko et al. (2018), nurse manager 
participants reported inconsistent communication and support and lack of feedback at the 
management-level. Participants voiced that senior management did not recognize the 
responsibilities and demands of nurse managers and suggestions from nurse managers were not 
considered when decisions were being made. Uncivil behaviors expressed by participants 
included disrespect, disregard of input, and lack of support through challenges; these behaviors 
have been associated with WPI (Kerber et al., 2015; Lachman, 2014; Peters, 2014). Managers 
and directors may be uninformed that these behaviors are associated with perceptions of WPI. 
Clear and effective communication and involvement in decision making play a role in 
perceptions of mistreatment. Campana and Hammoud (2015) found nurses working in an 
organization in which information was provided clearly and in a timely fashion were more 
affected by incivility due to the expectation that employees in the work setting should be 
respectful. The authors also found that when nurses were treated with respect when decisions 
were made less burnout was reported. Harlos and Axelrod (2005) found that context support was 
a mediator between experienced WPM and organizational self-esteem, organizational 




Leadership practices play a role in perceptions of mistreatment. Spence Laschinger et al. 
(2014) found that resonant leadership had a negative effect on co-worker incivility through 
empowerment. Conversely, Harold and Holtz (2015) found that passive leadership had a direct 
effect on instigated WPI and experienced WPI. The authors found that employees who worked 
under passive leaders and experienced WPI were more likely to withdrawal and those employees 
who experienced WPI reported instigating WPI. The authors reported that 25% of employees’ 
role-modeled uncivil behaviors from their manager. In a study conducted by Lewis and Malecha 
(2011), lower WPI on nursing units were associated with the perception that the manager could 
address conflict. Leaders that address concerns and provide support create an environment of 
professional practices. Spence Laschinger, Leiter, Day, Gilin-Oore, and Mackinnon (2012) found 
that the Civility, Respect, and Engagement in the Workplace intervention increased access to 
support and resources, decreased supervisor WPI, and improved trust in management. On the 
other hand, when directors do not portray a trusting relationship between themselves and their 
managers to make decisions, the relationship can be strained and lead to perceptions of abuse. 
Rodwell and Demir (2012) found that “low levels of job control were significantly associated 
with internal emotional abuse” (p. 2302). Senior management practices specific to support and 
communication may have a relationship WPI and WPB, and such behaviors are amenable to 
change. When organizational changes occur strong relationships between nurse managers and 
directors may decrease the impact of experiences of WPI and WPB because NMMs feel 
supported, understand what is expected of them, and are empowered. The literature supports the 
importance of healthy relationships related to clear communication and support; however, 
relationships between nurse managers and directors need to be examined concerning 




Nurse Middle Manager Role Functions 
Workload. Workload is the volume of work an employee is required to accomplish and 
can be measured by “hours worked, level of production, and even the mental demands of the 
work being performed” (Spector & Jex, 1998, p. 358). Work demands, a concept closely related 
to workload, is defined as “physical, psychological, social, or organizational aspects of the job 
that require sustained physical and/or psychological effort and are therefore associated with 
certain physiological and/or psychological costs” (Bakker & Demerouti, 2014, p. 9). Nurse 
middle managers experience high workload and demands related to the complexity of the job, 
which including meeting the needs of the unit and the demands of the organization, and ensuring 
that safe, high-quality care is delivered to patients (Cziraki, McKey, Peachey, Baxter, & 
Flaherty, 2014; Hartung & Miller, 2013; Shirey, Ebright, & McDaniel, 2008; Shirey, McDaniel, 
Ebright, Fisher, & Doebbeling, 2010; Udod & Care, 2011). Research supports that high 
workloads have a relationship with forms of mistreatment. Francis et al. (2015) performed a 
quasi-experimental design in which the findings suggested that individuals with higher 
workloads committed more incivilities and tended to be more uncivil than those with low 
workloads. Gilin Oore et al. (2010) reported that supervisor WPI strengthened the relationship 
between high workloads and physical health strain. The authors also noted that high demands 
were associated with verbal threats and abuse from non-employees. Oyeleye et al. (2013) found 
significant relationships between stress and burnout with WPI. Job demands have been shown to 
be a predictor for non-employee threats of assault and emotional abuse among nurses and 
midwives. Additional demands have been placed on hospital leaders to improve quality (Disch & 
Sinioris, 2012). Similarly, nurse managers have conveyed stress and frustrations with high 




Nurse manager participants questioned whether their workload and workflow were considered 
when additional duties and projects were assigned (Tarasenko et al., 2018). Health care 
organizations are continually initiating changes, and much of the work is placed on managers, 
which require additional resources (Disch & Sinioris, 2012). The workload of managers may not 
be considered when organizational projects and initiatives are commenced, and stress and 
frustration can lead to mistreatment. Workload is essential to include as a research variable to 
determine whether this relationship exists. 
Resource allocation. Nurse managers have financial responsibility for their unit(s), 
which has been described as challenging, possibly due to lack of role preparation and NMM 
training (Cziraki et al., 2014; Shirey et al., 2008). Adequate resources for nurse managers is 
defined as, “Access to information, finances, and information technology is available to perform 
nurse manager functions. There are sufficient human resources and supplies to meet operational 
demands” (Warshawsky et al., 2013, p. 252).  Resource allocation has not been studied in with 
WPI and WPB; however, studying this variable may offer insight to occurrences of WPM due to 
feelings of stress and injustice trying to accomplish tasks without having sufficient resources to 
so. 
Preliminary Qualitative Descriptive Research Study 
 A preliminary qualitative descriptive research study was conducted from August 2017-
present to (1) explore how NMMs perceive organizational factors that place pressure on the job 
role framed by organizational change in the past 6 months, and (2) explore how WPI and WPB 
manifest in the work environment at the management level through the perspective of NMMs by 
examining organizational functions and demands on the job role and examining interpersonal 




research concepts for this dissertation research proposal: (a) changes/initiatives, (b) 
communication and support issues, (c) challenging interpersonal interactions, and (d) job 
demands/workload/work pressures. Aggregated findings from the qualitative descriptive research 
study and previous theoretical work guided the development of illustrative examples to measure 
for WPI and WPB, framed by organizational change, experienced at the NMM-level. 
For the preliminary qualitative descriptive research study, eight NMMs were recruited 
from inpatient and ambulatory care settings in the United States. Critical Incident Technique 
(Flanagan, 1954) was used to derive retrospective experiences in which participants described 
order of events. Thirty-five incidents were explored during individual, semi-structured 1.5 hour-
long interviews. Interviews were audio-recorded and transcribed. Directed Content Analysis was 
conducted (Hsieh & Shannon, 2005; Sandelowski, 2000). Measures to ensure trustworthiness 
were executed. 
 Participants described events in which physicians did not have an active role in physician 
initiatives that were then placed on nursing. Participants explained that physicians did not partner 
with them and that misbehaviors were tolerated due to their status. Physician misbehaviors 
during change initiatives described by participants included professional slander, belittlement, 
retaliation, and blocking of resources.  
Nurse middle manager participants articulated that during change initiatives, priorities 
and expectations from their directors and administrators were not clear. Participants explained 
that feedback on performance related to initiatives was not provided by senior management. 
Participants described subtle forms of mistreatment experienced when working with their 
director, such as exclusion and blocking from decision-making processes, interruptions, 




Participants expressed that organizational initiatives increased their workload and altered 
their workflow. Participants described workarounds to avoid potential conflict and to obtain 
necessary resources. Participants noted verbal abuse and unwarranted accusations when 
circumstances were stressful, and when individuals had a high workload.  
Participants described events in which inadequate resources lead to conflict. Participants 
conveyed that it was unclear who was fiscally responsible for initiatives and how they were to 
obtain resources. Participants explained that stakeholders did not always view the distribution of 
resources as fair. Gossiping, passive-aggressive behaviors, threats, and receiving uncivil emails 
were behaviors described by participants. 
Systems Research Organizing Model 
 For research the Systems Research Organizing Model (SROM) (Brewer et al., 2008) is 
used as a framework to organize and examine the variables under investigation from a systems 
perspective. This model accounts for several variables that compose the complex system in 
which healthcare is delivered. The system is composed of technology, procedures, people, 
politics, processes, structures, context, and outcomes; each of these variables is interrelated 
through direct, indirect, and feedback relationships. The benefits of employing this framework is 
that it: (a) is grounded in systems theory, (b) allows the researcher to examine different levels of 
the system, (c) can be used in a variety of practice settings, and (d) assists in examining a system 
as a whole by accommodating several variables and relationships. The SROM is comprised of 
four constructs: (a) client, (b) context, (c) action focus, and (d) outcomes. The purpose of the 
study guides the arrangement of the variables within these four constructs.   
For this research study, NMMs are the “Client”, which includes the number of years as 




outcome through the context and the action focus (Brewer et al., 2008). The “Context” is a stable 
environmental variable and is not altered (Brewer et al., 2008). The “Context” is defined as 
inpatient and ambulatory care nursing units belonging to a healthcare institution, organization, or 
business in which care is delivered to patients. The “Action Focus” is the independent variables 
of the study that are being examined (Brewer et al., 2008), which includes organizational 
characteristics, relationships, and role functions. Organizational characteristics were observed by 
capturing the number of significant organizational changes or new initiatives affecting the health 
care institution, organization, or business in the past six months as reported by NMMs (Effken, 
Carley, & Verran, 2012). “Collegial relationships between nurse manager and physicians” and 
“Constructive nurse managers-director relationships” were measured with the “Nurse Manager 
Practice Environment Scale (NM-PES)” developed by Warshawsky et al. (2013) (Copyright 
2015 University of Kentucky). Role functions of the NMM, as measured by “Adequate budgeted 
resources” and “Fair and manageable workload” in the NM-PES, were also observed 
(Warshawsky et al., 2013) (Copyright 2015 University of Kentucky). “Outcomes” are the 
unintended consequences of the system in this study, as defined by WPI and WPB, which relate 
to the action focus variables (Brewer et al., 2008). Definitions of the core research concepts are 
provided in Table 1.  
For this research study, the SROM permits the examination of two forms of WPM as 
outcomes of the system while examining contextual variables, such as organizational change, 
NMM relationships within the system, and demands on the role function. By using this 
framework to organize the research study, WPM can be better understood in how and why is it 
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A unit in which nursing and medical services 
are provided to patients that are admitted for 
24/7 hour monitoring. Unit(s) belong to an 
institution, organization, and/or business 
with clinical staff directly providing 






A setting in which patients receive health 
care related to wellness, diagnosis, treatment, 
and rehabilitation (Heinrich, 2017). 
Ambulatory care units and/or settings belong 
to an institution, organization, and/or 
business with clinical staff directly providing 

























Roles of clinical nurse middle managers 
include: (a) leadership and management over 
a group of direct care clinical personnel in 
which healthcare is delivered to 
patients/clients; (b) resource management; 
(c) ability to hire, fire, and promote; (d) 
coordination of unit to meet the goals and 
strategic plans of the institute; and (e) 
coordination of the unit/area’s activities with 
the purpose, function, and role of the 
unit/area and institute (KeyDifferences, 






Years as a 
Nurse Middle 
Manager 
Number of years that participant has been a 
nurse middle manager during their career as 






Number of years that participant has been in 










Table 1 cont’d 
Organizing 
Construct 



















The number of significant organizational changes 
or new initiatives affecting the health care 
institution, organization, or business in the past 6 
months as reported by nurse middle managers 














Relationships between nurse middle managers and 
physicians in which both parties demonstrate 
respect, collaboration, and shared decision making 
to drive patient outcomes (Warshawsky, 2015; 
Warshawsky et al., 2013) (Copyright 2015 







Relationships between nurse middle managers and 
their supervising directors in which directors 
demonstrate respect and effective communication, 
which includes feedback, clear expectations, and 
support (Warshawsky et al., 2013) (Copyright 













“Access to information, finances, and information 
technology is available to perform nurse manager 
functions. There are sufficient human resources 
and supplies to meet operational demands” 
(Warshawsky et al., 2013, p. 252). “The process 
for obtaining additional resources is effective” 
(Warshawsky, 2015, p. 5) (Copyright 2015 




“Nurse manager’s scope of responsibility and 
accountability are manageable and equitable” 
(Warshawsky, 2015, p. 6) (Copyright 2015 



























“Low-intensity deviant behavior with ambiguous 
intent to harm the target, in violation of workplace 
norms for mutual respect. Uncivil behaviors are 
characteristically rude and discourteous, 
displaying a lack of regard for others” (Andersson 








“Harassing, offending, socially excluding someone 
or negatively affecting someone’s work tasks. In 
order for the label bullying (or mobbing) to be 
applied to a particular activity, interaction or 
process it has to occur repeatedly and regularly 
(e.g. weekly) and over a period of time (e.g. about 
six months). Bullying is an escalating process in 
the course of which the person confronted ends up 
in an inferior position and becomes the target of 
systematic negative social acts. A conflict cannot 
be called bullying if the incident in an isolated 
event or if two parties of approximately equal 






 Andersson and Pearson’s (1999) and Einarsen’s (2000) middle range theories support the 
examination of environmental variables that effect WPI and WPB. The evidence from the 
literature review and the qualitative descriptive research study support that the effects of NMM 
characteristics, organizational change, NMM relationships, and NMM roles on workplace 
mistreatment should be examined using path analysis.  
Based on the literature and the preliminary research study, organizational change impacts 
the relationships between NMM and physicians. Physicians may lack awareness of the NMM 
role and the role that each position plays in implementing and maintaining organizational 
change. During change initiatives, if physicians do not respect the input of and partnership with 
NMMs, WPM may occur. If a relationship exists among these variables, efforts can be targeted 
at improving the relationship between NMMs and physicians by educating on the roles and 
responsibilities of these positions and the value that each position brings to the care delivery 
system to decrease perceptions of power differentials. With close monitoring of the health of 
these relationships and holding the partnership accountable for the success of initiatives 
misbehaviors may decrease.   
 Nurse directors and administrators may be unaware of  the vital role they play in 
providing resources for NMMs to be successful in leading their unit and implementing and 
maintaining organizational change. Senior management may lack awareness that superficial 
listening, forwarding emails without detailed expectations, lack of support, and ignoring are 
associated with perceptions of disregard and disrespect. A senior manager that provides clear 
expectations and feedback and includes NMMs in making decisions that affect their work may 




clear communication, and support are behaviors that can be taught, monitored, and evaluated 
meaning these variables are amenable to change which may offset WPM. With so many 
organizational changes occurring in healthcare organizations, it is critical for senior management 
to provide resources and clear communication to prevent misperceptions, frustrations, and strain 
on NMMs.   
Results from the preliminary research study suggest that organizational initiatives and 
changes greatly impact and increase the workload of NMMs. Nurse middle managers were not 
supplied the information and resources needed to complete their tasks in which they worked 
around barriers, including conflict, to obtain what they needed. The literature supports that high 
demands and workloads have a relationship with forms of WPM; however, this relationship has 
not been examined in the context of organizational change. If a relationship exists between 
organization change, workload, and WPI and WPB, the workload of NMMs needs to be 
reexamined and modified to accommodate initiatives especially if project management duties are 
laid upon the role. Pre-planning and workflow adjustments may reduce stress and frustrations, 
having the potential to decrease WPM.  
Although resource allocation has not been studied in relation to experiences of WPM, the 
preliminary qualitative descriptive study findings indicated that inadequate and unfairly 
distributed resource allocations lead to conflict at the staff-level and management-level in which 
the NMM was targeted. If a relationship exists, the potential exists to target efforts towards 
ensuring that planning occurs before organizational change so that NMMs can allot funds 
towards these initiatives prior to submitting budget requests. Senior management should be clear 




The proposed models are based on factors outlined in the two theoretical frameworks, 
supported by the review of the literature, and grounded in the preliminary qualitative descriptive 
research study. By testing the conceptual model, direct and indirect effects of on WPM can be 
examined to uncover environmental variables that are facilitating WPI and WPB. If relationships 
exist, the environmental variables under investigation are amenable to change, which can guide 
























 This chapter covers the design and validity of the research study. The target population 
and sample are described in detail. Recruitment strategies and data collection procedures used for 
the study are outlined. An overview of the analyses is provided and strategies to ensure human 
subjects protection are described in this chapter.  
Research Design 
Design  
A cross-sectional correlational research study using a non-experimental causal technique 
was used to test the hypotheses outlined in the proposed model. This design was used to 
determine the direct and indirect effects of the nurse middle manager (NMM) work environment 
variables on workplace mistreatment (WPM). This design meets the conditions for causal 
research by using theory and statistical procedures (Ferketich & Verran, 1990; Grimm & 
Yarnold, 2000; James, Mulaik, & Brett, 1982). According to James et al. (1982) theory can 
support the included variables (relationship) and the order or direction in which the variables are 
examined (temporal precedence). Alternative explanations are identified through theory and the 
statistical techniques; in this case path analysis techniques were used (James et al., 1982).  
James et al. (1982) set forth conditions for using theory when employing a non-
experimental causal technique including (1) formal statements of theory via the model, (2) 
theoretical rationale for causal hypotheses, (3) specification for causal order, (4) specification for 
causal direction, (5) self-contained functional equations, (6) specification of boundaries, (7) 




equations, and (10) fit of model to data. Conditions 1-7 were met by the models which are 
underpinned by two WPM middle-range theories and supported by the literature and a 
preliminary qualitative descriptive study. The variables under investigation were operationalized 
and measured using validated and reliable psychometric instruments for the variables to meet 
Condition 8. Conditions 9 and 10 were evaluated during the analysis phase of the study.   
Validity 
Internal validity. Without randomization and a control group, a potential internal 
validity threat exists, but as mentioned above, James’ criteria were used to help mitigate these 
threats. In addition, an instrumentation effect was a threat to the internal validity of this study 
(Portney & Watkins, 2015). The tools to measure organizational change and two forms of WPM 
have not been psychometrically evaluated prior to this study. The tool to measure organizational 
change had previously shown to be an effective way to capture change as demonstrated in a 
study conducted by Effken et al. (2012).  
External validity. When using path analysis techniques to analyze data, the results are 
strongly linked to the sample of the study and the instruments used; therefore, caution was taken 
in generalizing results to other populations and settings (Ferketich & Verran, 1990; MacCallum, 
Browne, & Sugawara, 1996). Careful consideration has gone into choosing scales that capture 
NMM work environment factors and WPM through the perspective of NMMs; hence, the study 
is generalizable to NMMs in ambulatory care and inpatient settings.  
Statistical conclusion validity. A threat to statistical conclusion validity can occur 
related to power, sample size, and assumptions of statistical tests. Path analysis requires a large 




violation of assumptions for path analysis the minimum number of participants needed was 
based on sample size and power calculations.  
Construct validity. Despite the large amount of research conducted on forms of WPM, 
the field continues to be “fragmented” due to conceptual overlap (Hershcovis, 2011, p. 500); 
thus, variables must be appropriately defined and operationalized, especially WPI and WPB. The 
operational definitions of workplace incivility (WPI) and workplace bullying (WPB)  have been 
supported by theory, the literature, and a preliminary qualitative study. The vignette-style items 
used to operationalize WPI and WPB for this study were developed from qualitative interviews. 
A panel of experts validated the items used in the “Workplace Mistreatment Questionnaire for 
Nurse Middle Managers”. The panel consisted of one associate professor, four executive-level 
nurse leaders, and two nurse middle managers. Of the 17 vignette-style items under review for 
validation, five incivility items and five bullying items were kept for the scale based on 86% – 
100% agreement and expertise ratings.  
Operationalization of WPI and WPB using the vignettes differ from past studies in which 
general statements are used to capture forms of WPM (Cortina, Magley, Williams, & Langhout, 
2001; Einarsen et al., 2009; Guidroz, Burnfield-Geimer, Schwetschenau, & Jex, 2010; 
Hutchinson, Wilkins, Vickers, & Jackson, 2008), whereas the vignettes are more concrete and 
specific. The advantage of using the WPI and WPB vignettes is that the narratives are specific to 
contextual experiences of forms of WPM experienced at the management-level around 
organizational turbulence (change).  
Another threat to construct validity was related to the timeframe outlined in the operation 
definitions (Portney & Watkins, 2015) and the stability of the concepts. A timeframe of WPI has 




mistreatment occurrences that last for more than six months, repeatedly and regularly (Einarsen 
et al., 2009). Provided the design of the study and that the vignettes are newly developed, the 
stability of the WPM items have not been evaluated. Stability has not been assessed for the 
“Nurse Manager Practice Environment Scale” (Warshawsky et al., 2013) (Copyright 2015 
University of Kentucky). 
Sample 
Sample Size 
Path analysis requires a large sample size to perform the associated statistical tests 
(Ferketich & Verran, 1990). Ferketich and Verran (1990) state that previous research supports 
the use of a 10:1 ratio of participants to each variable with the addition of 50 participants. Nine 
variables were structured in the proposed models; therefore, at a minimum, 140 participant 
responses were needed to perform path analysis. Dr. Joyce Verran, an expert in the use of path 
analysis, recommend using a 10:1 – 20:1 ratio of participants to each variable, which would 
calculate to 90-180 participant responses (personal communication, June 5, 2018). Path analysis 
employs multiple regression statistical techniques (Grimm & Yarnold, 2000). Provided that each 
path is an individual test (Ferketich & Verran, 1990), power analysis for multiple regression can 
be used to determine sample size (Field, 2013). With a power level of .80, α set at .05, and seven 
predictor variables, the minimum number of participants would be 721, 118, and 63 for a small, 
medium, and large effect size, respectively (Soper, 2018). Based on these calculations the 
sampling aim of this study was 200 participants; however, a minimum of 90 participants were 







The target population for this study was clinical nurse middle managers/directors 
managing inpatient or ambulatory care unit(s)/area(s) belonging to an institution, organization, 
and/or business in which health care is delivered to patients/clients in the United States. Clinical 
nurse middle managers/directors have a 24-hours-per-day, 7-days-per-week responsibility and 
accountability for their clinical area(s). The role of the clinical nurse middle manager/directors 
was defined as a registered nurse that makes decisions about and manages a unit(s)/area(s). Roles 
of clinical nurse middle managers/directors include (a) leadership and management over a group 
of direct care clinical personnel in which healthcare is delivered to patients/clients; (b) resource 
management; (c) ability to hire, fire, and promote; (d) coordination of unit to meet the goals and 
strategic plans of the institute; and (e) coordination of the unit’s/area’s activities with the 
purpose, function, and role of the unit/area and institute (KeyDifferences, 2015; UC Regents, 
2016).  
 Inclusion criteria included (a) nurses actively in a clinical nurse middle manager role 
managing inpatient or ambulatory unit(s)/area(s) belonging to an institution, organization, and/or 
business with clinical staff directly providing patient/client health care; (b) be currently licensed 
as a registered nurse in the United States; (c) employed as a nurse manager, as previously 
defined, and have completed the institution’s orientation period; and (d) have access to a 
computer with internet to complete the online survey. 
Non-nurse middle managers were excluded from the study including direct care nurses, 
nurse area directors, nurse executives, nurse administrators, nurse unit-based educators, and 
nurse supervisors (charge nurses). Non-clinical middle managers and middle managers that are 




excluded. Participants under 20 years of age and older than 85 years of age were excluded. 
Participants without an active nursing license were ineligible for the study. Individuals in the 
United States must demonstrate a level of English proficiency (including listening, reading, 
writing, and speaking) to test for registered nurse licensure to provide safe and effective nursing 
care to patients; this is outlined by the National Council of State Boards of Nursing (2010). 
Provided this standard and requirement for obtaining a nursing license, participants that are non-
English-speaking and non-reading were ineligible for the study. 
Recruitment 
Participants were recruited using convenience sampling through the American 
Organization of Nurse Executives (AONE), the New Mexico Board of Nursing (NMBON), the 
New Mexico Nurses Association (NMNA), and the American Academy of Ambulatory Care 
Nursing (AAACN). Participants were recruited using snowball sampling via participant referrals. 
Participants were recruited through several professional mediums that have members throughout 
the United States to enhance generalizability.  
The American Organization of Nurse Executives (AONE) disseminated study 
advertisements via the “eNews Update” member email listserv and through the AONE website. 
The New Mexico Board of Nursing listed the advertisement through Nursing News & Views, the 
official publication of the NMBON. The study was advertised through an article with an 
advertisement in the NMNA’s nursing quarterly publication, The New Mexico Nurse (Tarasenko, 
2018). The study advertisement was distributed to member emails via the AAACN.  
Advertisements included the purpose of the study, the main procedures involved, the 
inclusion and exclusion criteria, duration of participation, compensation, contact information, 




information listed above, and additional information pertaining to the risks, benefits, right to self-
determination, confidentiality, research dissemination, and consent to participate. The contact 
information of the principal investigator was listed on the website for potential and recruited 
participants to discuss the study. 
Data Collection Procedures Overview 
Study data were collected and managed using Research Electronic Data Capture 
(REDCap), an electronic data capture tool, hosted at the University of Colorado (Harris et al., 
2009). The Research Electronic Data Capture (REDCap) is a secure, web-based application 
designed to support data capture for research studies, providing (a) an intuitive interface for 
validated data entry; (b) audit trails for tracking data manipulation and export procedures; (c) 
automated export procedures for seamless data downloads to common statistical packages; and 
(d) procedures for importing data from external sources (Harris et al., 2009).  
Participants were provided an external website link via advertisement to the study survey 
located on the REDCap platform. The link was available for three months during the 
advertisement period. A description of the study and the consent document was displayed on the 
site before starting the survey. In order to continue onto the survey, the participant had to consent 
to the study in REDCap. The survey contained items on participant demographics, number and 
type of organizational change, the four NM-PES subscales, and the WPI and WPB vignettes. 
Throughout the survey period, the principal investigator was available to address participant 
questions and/or concerns and to help troubleshoot. The survey took participants approximately 






Data Sources and Instrumentation 
Sample Demographics 
The following demographics were be collected from NMM participants: (a) gender, (b) 
age, (c) highest nursing degree awarded, (d) number of years as a registered nurse, (e) clinical 
area – inpatient, ambulatory care, or other, please specify: _____, and (f) name of organization. 
Names of organizations were used in the analysis for grouping purposes; however, names of 
organizations are kept confidential.  
Demographics as Observed Variables  
The following demographics were collected from NMM participants to be tested in the 
proposed models: (a) number of years in a clinical nurse middle management position, and (b) 
number of years in current clinical nurse middle manager position. These demographics were 
also be used to describe the sample.  
Psychometric Instruments 
Organizational change was measured using a tool initially developed by Effken et al. 
(2012); permission was given by J. A. Verran, major advisor. Organizational change was 
captured by whether the NMM has experienced significant changes or new initiatives occurring 
in the institution, organization, and/or business over the past six months. Participants identified 
the types of change as being: (a) administrative, (b) financial, (c) clinical program, (d) 
environmental, (e) organizational, (f) other, please specify: ____. Participants were able to 
identify up to five significant changes. Psychometric properties of this instrument have not been 
conducted previously.  
Subscales from the “Nurse Manager Practice Environment Scale” (NM-PES) developed 




to measure NMM relationships and NMM role functions; legal agreement is provided in 
Appendix E. Nurses with unit-level management experience were part of the development 
process. The authors examined NMM engagement, satisfaction, and stress literature and 
constructed 61-items, which were examined by seven content experts. The final scale for testing 
consisted of 59-items that were tested on 356 NMMs across six states. Principal factor analysis 
was conducted with the final solution having eight factors consisting of 51-items. The scale uses 
a Likert-like response scale, ranging from 1 (strongly disagree) to 6 (strongly agree), without a 
neutral choice. The “Collegial relationships between nurse manager and physicians” subscale 
had three items and demonstrated internal consistency (α= .72). For this scale, factors loaded 
between .60 - .61, with one item loading at .42. The “Constructive nurse manager-director 
relationships” subscale had six items and demonstrated internal consistency (α= .90). For this 
scale, factors loaded between .62 - .84, with one item loading at .47. The “Fair and manageable 
workload” subscale had three items and demonstrated internal consistency (α= .79). For this 
scale, factors loaded between .64 - .65, with one item loading at .49. The “Adequate budgeted 
resources” subscale had four items and demonstrated internal consistency (α= .82). For this 
scale, factors loaded between .53 - .77, with one item loading at .47. The NM-PES demonstrated 
good internal consistency for a new scale/subscale in which alphas were greater than .70 
(DeVellis, 2017; P. M. Meek, 2017). Twelve-items loaded above .50, demonstrating adequate 
validity (P. Meek, 2017); however, four-items, one-item from each subscale, loaded between .42 
- .49. Limitations to this scale are that it has not undergone confirmatory factor analysis, total 
variance explained was not reported after removal of items, convergent and discriminate validity 




Workplace incivility and WPB was measured by a psychometric questionnaire using the 
“Workplace Mistreatment Questionnaire for Nurse Middle Managers”, a tool developed by the 
author. The questionnaire is composed of five WPI vignette-style items, “Workplace incivility 
experienced by nurse middle managers”, and five WPB vignette-style items, “Workplace 
bullying experienced by nurse middle managers”. The vignette-style items are based on the 
literature and a preliminary qualitative study. The questionnaire is framed around experiences of 
WPI and WPB during organizational change. The frequency of experiences was captured using a 
6-point Likert-like scale. The content was validated in the summer of 2018 by a panel of experts. 
Table 2 displays the type of organizational change, the misbehaviors, the source, and frequency 
of misbehaviors covered in each item.  
Table 2 
Workplace Mistreatment Questionnaire for Nurse Middle Managers – Type of Organizational 






Misbehaviors Sources Defined Frequency 
Workplace 











Incivility Item 2 




lack of presence and 
feedback 
 
Upline director During a meeting 
Workplace 






Informal email – poor 
grammar and spelling, 








Incivility Item 4 
 
Increased workload 
secondary to initiative 
being rolled quickly 
 
Snippy comments, lack of 
citizenship behaviors 





Incivility Item 5 











Misbehaviors Sources Defined Frequency 
Workplace 















Bullying Item 2 
Staff performance  
Belittlement in a group 
setting, repeated slander, 








Bullying Item 3 
Financial 
incentives given 





refusal to help 
 






Bullying Item 4 
Expression of 
concern and 






withholding of resources, 
blocking 
 
A senior leader Several occurrences 
over time 
Workplace 
Bullying Item 5 
Resource cuts  
Blaming, belittlement, 
raising voice, threats, 
gossiping 
 







The survey data was collected through REDCap (Harris et al., 2009) hosted by the 
University of Colorado and the dataset was exported to a secured personal computer. The 
original data file was preserved, and versions of the file were saved under different version 
names. The dataset was inspected for outliers, wild codes, and irregularities. The overall 
properties and distribution of each variable were examined through descriptive and exploratory 




normality and distribution, and the following statistics were examined: minimum and maximum 
values, means, standard deviations, skewness, and kurtosis. A histogram with a normal curve 
was used to visualize skewness for scale items. For categorical variables, frequency tables for 
count, percent, and cumulative percent were reviewed. Participant characteristic data, such as 
age, number of years as a registered nurse, number of years in a clinical NMM position, and 
number of years in current NMM position were collected as primary sources (ratio) and then 
transformed into new categorical variables. Employer names were de-identified by assigning a 
code number. An analysis of patterns of missing data was conducted.  
Descriptive Analysis 
A univariable, descriptive analysis was conducted on the demographic variables used to 
describe sample characteristics. The analysis for the interval- and ratio-level variables included 
means and standard deviations. Frequency tables were generated to display counts and 
percentages for categorical variables.  
Analysis of Hypotheses  
 Path analysis techniques were used to analyze the hypotheses outlined in Models 1 and 2. 
Path analysis was an appropriate statistical approach for this study, as it tests whether the 
hypothesized casual models are consistent with the data and assesses the magnitude of the direct 
and indirect effects of the specified pathways (Ferketich & Verran, 1990; Grimm & Yarnold, 
2000). Path analysis is appropriate when there is more than one dependent variable (Grimm & 
Yarnold, 2000). Path analysis is an “extension of multiple regression” (Grimm & Yarnold, 2000, 
p. 65) and both path analysis and multiple regression assumptions need to be met to prevent a 




Path analysis techniques require that data be interval- and/or ratio-level data. Variables 
are to be accurately measured, and the model needs to be appropriately specified in which 
variables demonstrate temporal ordering and all necessary variables are included (Ferketich & 
Verran, 1990; Grimm & Yarnold, 2000). To meet these assumptions, the data being collected is 
at the interval- and/or ratio-level and the data collection tools are specified to NMMs. The causal 
models are supported by two WPM theories, a robust literature review, and a previous research 
study.   
The path analysis technique requires that regression assumptions are met (Grimm & 
Yarnold, 2000). Independence of errors were tested with the Durbin-Watson test (Field, 2013; 
Laerd Statistics, 2015). Linearity between each dependent variable and each independent 
variable were examined using partial regression plots. Linearity between each dependent variable 
and all independent variables were examined using a scatterplot of residuals against the predicted 
values. Homoscedasticity of residuals were examined using the same scatterplot listed above. 
Multicollinearity was tested by examining correlation coefficients and Tolerance/VIF values. 
Inspection of casewise diagnostics, studentized deleted residuals, and Cook’s Distance were used 
to detect outliers, and leverage and influential points. Normal distribution of errors were 
examined using a histogram and a P-P plot (Laerd Statistics, 2015).  
A path analysis was performed to determine model fit and the magnitude of specified 
direct and indirect effects. The regression coefficients from the regression analysis determined 
the magnitude and direction of the direct effects. Indirect effects were calculated by multiplying 
the path coefficients between the two direct paths. The significance of each path coefficient were 





Human Subjects Protection 
This study was approved by the Colorado Multiple Institutional Review Board; approval 
documents are listed in Appendix A, B, and C. No more than minimal risk to participants existed 
using this design and data collection technique. Participants were provided an overview of the 
study through advertisements and/or email with the survey link. The study information was 
provided to participants via the survey website, and informed consent was obtained through 
REDCap (Harris et al., 2009). By partaking in the survey, participants agreed to voluntarily 
participate in the study. Participants had the right to withhold sensitive information and/or 
withdrawal from the study by stopping at any point during the survey.   
For the consenting process, the following elements were fully disclosed to participants: 
(a) purpose of the study; (b) participant selection criteria; (c) data collection; (d) time 
commitment; (e) potential discomforts or risks; (f) benefits of the study; (g) study funding; (h) 
compensation; (i) voluntary consent, right to withdraw or withhold sensitive information at any 
time, and right to withdrawal from the study at any time; (j) what happens if the participant is 
injured or hurt; (k) contact information; (l) list of who has access to research records and 
confidentiality and privacy pledge; (m) data usage; and (n) agreement to be in the study. The 
consent letter provided to participants is provided in Appendix D. 
Data was collected via REDCap (Harris et al., 2009), which is a secure online survey 
platform requiring a user name and password. The principal investigator was the only individual 
that had access to the original dataset, which remains secured on the REDCap site. Organization 
names were requested from participants to record the number of NMMs from each organization 
and to determine distribution of participants across the United States. Organization names were 




password-protected hard drive. The de-identified dataset was exported to a password-protected 
personal computer and backed up onto a secured password-protected external hard drive.  
 This study did not have any immediate benefits to participants; however, the study results 
hold the potential to inform future research for empirical testing and to make improvements to 
health care organizations and systems through intervention research. In addition, upon scholarly 
dissemination, audience members may reflect on their work environment and practices and may 
make improvements based on the study findings.  
Summary 
 The cross-sectional research study was initiated after the approval of the Colorado 
Multiple Institutional Review Board was received. The study was advertised through several 
mediums and a minimum of 200 NMM participants were sought through convenience sampling. 
The 10-minute survey consisted of items on participant demographics, number and type of 

















   This chapter reports the results of the research study. The initial data analysis is 
discussed, and the population sample is described. This chapter reports the results to the analyses 
conducted to test the study hypotheses. All analyses were conducted using the Statistical Package 
for Social Sciences (SPSS), version 25, (IBM Analytics, 2018).  
Initial Analysis 
 An initial analysis was conducted to determine the integrity of the data. One-hundred-
eighty-eight (188) nurse middle managers (NMMs) across the United States participated in 
research study survey.  
Missing Data Analysis  
 A missing data analysis was conducted. Overall, 59 cases (31.38%) were missing survey 
data and 47 cases (25.00%) had missing data on critical variables identified in the proposed 
models. Expectation-maximization estimated statistics on all scale variables indicated that data 
was completely missing at random (Little’s MCAR test: χ2= 427.48, DF= 388, p = .081). 
Expectation-maximization estimated statistics on critical variables indicated that data was 
completely missing at random (Little’s MCAR test: χ2= 343.51, DF= 321, p = .186). 
 T-tests were used to determine differences in cases with missing and non-missing values. 
A dummy variable was created to capture completion status of all demographic items for each 
participant. There were no significant differences between participants that answered all 
demographic questions and participants that did not answer all demographic questions and 




the “Adequate budgeted resources” subscale of the Nurse Manager – Practice Environment (NM-
PES) (Warshawsky et al., 2013) (Copyright 2015 University of Kentucky); this difference, 0.93, 
BCa 95% CI [0.256, 1.594], was significant, t(157) = 2.73, p = .007. A dummy variable was 
created to capture completion status of employer name for each participant. There were no 
significant differences between participants that provided their employer name and participants 
that did not provide their employer name and answering other items on the survey, except for 
two items. There was a difference between groups, participants that provided their employer 
name and participants that did not, for the equitable workload compared to peers item in the 
“Fair and manageable workload” subscale of the NM-PES (Warshawsky et al., 2013)  
(Copyright 2015 University of Kentucky); this difference, 1.13, BCa 95% CI [0.686, 1.582], was 
significant, t(11.14) = 5.56, p < .001. There was also a difference between groups, participants 
that provided their employer name and participants that did not, for the obtainment of additional 
resources item in “Adequate budgeted resources” subscale of the NM-PES (Warshawsky et al., 
2013) (Copyright 2015 University of Kentucky); this difference, 1.13, BCa 95% CI [0.556, 
1.712], was significant, t(7.66) = 4.56, p = .002.  
 Based on the missing data analysis, cases missing data on critical variables – variables 
identified in the models – were removed. Two cases were detected as outliers in the casew ise 
diagnostics due to large standardized residuals. It was determined that outliers were not due to 
data entry, nor measurement errors. One case had a large studentized deleted residual and had 
extreme responses for the NM-PES and the incivility and bullying items. Another case had a 
risky leverage point (Huber, 1981). Regressions were run with and without the cases. It was 




two cases were removed. Statistical analyses to test the models were run using a final sample of 
139 cases.   
Data Adjustments for Analyses and Reporting 
 Several variables were transformed. Age, number of years as a registered nurse, number 
of years in a clinical NMM position, and number of years in current NMM position were binned 
into new categorical variables to describe the sample. Employer names were de-identified and 
assigned a numerical code for the organization and for the state where the participant was 
employed. The total number of organizational changes were calculated for each case. Subscale 
means were calculated for each participant for the following subscales of the NM- PES 
(Warshawsky et al., 2013) (Copyright 2015 University of Kentucky): “Collegial relationships 
between nurse manager and physicians”, “Constructive nurse manager-director relationships”, 
“Fair and manageable workload”, “Adequate budgeted resources”, “Workplace incivility 
experienced by nurse middle managers” and “Workplace bullying experienced by nurse middle 
managers”. A scale mean was calculated for the “Workplace Mistreatment Questionnaire for 
Nurse Middle Managers” that included incivility and bullying items.  
Statistical Analysis Assumptions Testing 
Assumptions for path analysis were examined. An adequate sample size was obtained for 
the path analysis techniques used in this study based on sample size calculations outlined by 
Ferketich and Verran (1990). Using a power calculator set for multiple regression with a power 
level set to .80, an α set at .05, and seven predictor variables, the sample size of 139 participants 
was substantial enough to detect medium and large effects (Soper, 2018). Data was inspected for 
irregularities and none were detected as it was expected that workplace incivility (WPI) and 




 For linear regression analyses between each independent variable and dependent variable 
there was linearity as assessed by scatterplots with a superimposed regression line. Number of 
years in current NMM position had slight non-linearity with WPI, “Collegial relationships 
between nurse manager and physicians”, “Fair and manageable workload”, and “Adequate 
budgeted resources”. In addition, the total number of organizational changes had a slight non-
linear relationship with WPB and “Collegial relationships between nurse manager and 
physicians”. Independence of residuals was demonstrated for each regression as assessed by a 
Durbin-Watson statistic ranging between 1.805 – 2.243. Heteroscedasticity was tested by visual 
inspection of a plot of standardized residuals versus standardized predicted values for each 
regression. There was homoscedasticity; however, WPB regressions against independent 
variables demonstrated a degree of heteroscedasticity. Residuals were normally distributed as 
assessed by visual inspection of a normal probability plot.  
 For the hierarchical multiple regressions, linearity was assessed by partial regression 
plots and a plot of studentized residuals against the predicted values for WPI and WPB. Linearity 
was demonstrated in the partial regression plots; however, the “Fair and Manageable Workload” 
subscale mean did demonstrate a degree of non-linearity for both WPI and WPB in the partial 
regression plots. The plots of studentized residuals against the predicted values for WPI and 
WPB demonstrated a degree of non-linearity. There was independence of residuals for WPI and 
WPB as assessed by a Durbin-Watson statistic of 1.961 and 1.764, respectively. 
Homoscedasticity was assessed by visual inspection of a plot of studentized residuals versus 
unstandardized predicted values. The plot for WPI was fairly symmetrical; however, the plot for 
WPB was slightly skewed. There was no evidence of multicollinearity, as assessed by tolerance 




analysis due to the lack of representation to the target population. There was no studentized 
deleted residuals greater than +3 standard deviations, except for two cases that were investigated 
and retained. There was only one leverage value that was greater than 0.2, which was 
investigated and retained. No values for Cook’s distance above 1. The assumption for normality, 
assessed by a Q-Q plot was normal for WPI and fairly normal for WPB.  
 Non-linearity and heteroscedasticity could be improved through transformations; 
however, for translation of nursing research into practice to nurse leaders as the intended 
audience, transformations was not used. For the final dataset for hypothesis testing, 139 cases 
were retained and employed.  
Descriptive Analysis Results 
Nurse Middle Manager Characteristics  
 An analysis was conducted to describe the population sample. A majority of the NMMs 
were female (89.9%) and the mean age was 45.43 years (SD = 10.75). A majority of inpatient 
NMMs had a Master’s in Nursing degree (57.3%) and outpatient NMMs had a Baccalaureate in 
Nursing degree (61.4%). On average, participants had been registered nurses for 19.46 years (SD 
= 10.48), had been in clinical NMM positions for 7.27 years total (SD = 7.07), and had been in 
their current position for 4.45 years (SD = 3.97). Nurse middle manager characteristics separated 
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Organization and Work Environment Characteristics 
 A total of 139 nurse middle managers that were employed through 75 different 
organizations across 30 states were represented in this study. The western region of the United 
States had the most representation, representing 38.8% of the total sample. Regional 
representation is displayed in Table 4.  
Table 4 
Regional Representation as a Percentage of the Sample 
Region Total Sample 
(n = 139) 
 
West  
(Arizona, California, Colorado, Idaho, Montana, New 








(Illinois, Indiana, Iowa, Michigan, Minnesota, 







(Arkansas, Georgia, Maryland, North Carolina, 




















 On average all participants reported 2.81 significant organizational changes in the past 
six months. Of the types of organizational change, administrative change had the highest 
percentage across inpatient and outpatient NMMs, 86.6% and 81.6%, respectively. Clinical 
program change was the second highest type of change to be selected for both inpatient and 




69.2%, for “Other” clinical areas. “Other” clinical areas included NMMs that had (a) both 
inpatient and outpatient units reporting to them, (b) surgical services, or (c) nursing workgroups. 
Types of organizational change as a percentage of the sample are reported in Table 5.   
Table 5 
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 Inpatient NMM study variable descriptive statistics are displayed in Table 6. On average, 
inpatient NMMs reported 2.88 significant changes in the past six months (SD = 1.14). Inpatient 
NMMs “somewhat agreed” to having collegial relationships with physicians (M = 4.20 , SD = 
1.22), constructive relationships with directors (M = 4.43, SD = 1.07), and having a manageable 
workload (M = 4.09, SD = 1.15). Inpatient NMMs “somewhat disagreed” to having adequate 
budgeted resources (M = 3.66, SD = 1.13). On average, inpatient NMM experiences ranged 
between rarely experienced incivility to half of their experiences being uncivil (M = 2.30, SD = 
.67) and bullying was rarely experienced (M = 1.84, SD = .73). 
 Outpatient NMM study variable descriptive statistics are displayed in Table 7. On 
average, outpatient NMMs reported 2.86 significant changes in the past six months (SD = 1.23). 
Outpatient NMMs boarded on “somewhat agreed” to “agreed” to having collegial relationships 




1.12), and having a manageable workload (M = 4.28, SD = .78). Similar to inpatient NMMs, 
outpatient NMMs “somewhat disagreed” to having adequate budgeted resources (M = 3.86, SD = 
1.07). On average, inpatient NMM experiences ranged between never to rarely experiencing 
incivility (M = 1.85, SD = .49) and bullying (M = 1.54, SD = .56). 
 Variable descriptive statistics for NMMs in “other” clinical areas are displayed in Table 
8. On average, these NMMs reported 2.15 significant changes in the past six months (SD = .90). 
NMMs “somewhat agreed” to having collegial relationships with physicians (M = 4.10 , SD = 
1.32), constructive relationships with directors (M = 4.78, SD = .82), and having a manageable 
workload (M = 4.64, SD = .48). “Other” NMMs “somewhat disagreed” to having adequate 
budgeted resources (M = 3.81, SD = .97). On average, “other” NMM experiences ranged 
between rarely experienced incivility to half of their experiences being uncivil (M = 2.35, SD = 
.65) and bullying was rarely experienced (M = 2.03, SD = .55). 
 Across all settings, 97.8% of the participants reported experiencing a degree of incivility 
and 89.9% of the participants reported experiencing a degree of bullying. Approximately 70% 
and 42% of participants reported that half or more of their experiences have been uncivil and/or 
involved bullying behaviors, respectively. Across settings, 94.2% of the NMM sample reported 
experiencing some degree – rarely experiencing to frequently experiencing – WPI, including 
lack of citizenship behaviors, during times of high workload secondary to a new initiative. 
Approximately 81% of NMMs rarely experienced to frequently experienced WPI from their 
upline director. Over half of the NMMs, 61.1%, had experienced some degree of bullying – 
rarely experiencing to always experiencing – specific to staff ganging up on other staff when 




reported experiences of peer ganging (WPB) related to exclusion of resources. Table 9 displays 
the percentage of reported experiences of WPM among NMMs. 
Table 6 
Inpatient Nurse Middle Manager Study Variables Descriptive Statistics  
Variable n Min. Max. M SD Skewness Kurtosis 
 
 






































































































































































































































Outpatient Nurse Middle Manager Study Variables Descriptive Statistics  
Variable n Min. Max. M SD Skewness Kurtosis 
 
 

































































































































































































































Nurse Middle Managers from “Other" Clinical Areas Study Variables Descriptive Statistics  
Variable n Min. Max. M SD Skewness Kurtosis 
 
 








































































































































































































































Percentage of Sample that Reported Experiences of Workplace Mistreatment from Rarely 







Misbehaviors Sources Defined 
Frequency 
Percentage 
(N = 139) 
Workplace 















Incivility Item 2 
























































Incivility Item 5 
 
Initiative planning Glares and 
silence 























Misbehaviors Sources Defined 
Frequency 
Percentage 
(N = 139) 
Workplace 









































Bullying Item 3 
Financial 
incentives given 






























































Psychometric Analysis Results 
Reliability Reporting of the “Nurse Manager Practice Environment” Subscales  
 An analysis was conducted to report the reliability of the four subscales used from the 
“Nurse Manager Practice Environment Scale” (Warshawsky et al., 2013) (Copyright 2015 
University of Kentucky). Internal consistency reliability for the “Constructive nurse manager-
director relationships” subscale was α = .90. Internal consistency reliability for the “Collegial 
relationships between nurse manager and physicians” subscale was α = .84. Internal consistency 
reliability for the “Fair and manageable workload” subscale was α = .67. Internal consistency 
reliability for the “Adequate budgeted resources” subscale was α = .77.   
Psychometric Properties of the “Workplace Mistreatment Questionnaire for Nurse Middle 
Managers” 
 The “Workplace Mistreatment Questionnaire for Nurse Middle Managers” was 
developed for the purpose of this research study and is considered a new instrument; therefore, 
psychometric properties were evaluated using an exploratory analysis technique on the final 
dataset for hypotheses testing, which included 139 cases. The 10-item questionnaire was a two-
dimension scale, incivility and bullying, with 5-items in each subscale and greater scores 
indicating high frequencies of experiences.  
 Reliability reporting for the “Workplace Mistreatment Questionnaire for Nurse 
Middle Managers” subscales and scale. Internal consistency reliability for the WPI subscale 
and WPB subscale was α = .72 and α = .76, respectively. Internal consistency reliability for the 
scale was α = .85. Reliability for the subscales and scale are considered adequate for a new 




 For the WPI subscale, scale statistics demonstrated lower midline effects (M = 10.82, SD 
= 3.26) (Polit, 2010). Interitem correlations ranged from .18 - .55 and two of the correlations 
were below .30, demonstrating a low relationship among items measuring a concept (Ferketich, 
1990). None of the interitem correlations were above .70. Scale mean if item is deleted was 
similar among items (ranging from 8.09 – 9.13). Corrected item-to-total correlations ranged from 
.37 - .64, all items were above the .30 criteria (Streiner, Norman, & Cairney, 2015).  
 For the WPB subscale, scale statistics demonstrated floor effects (M = 8.81, SD = 3.39) 
(Polit, 2010). Interitem correlations ranged from .23 – .57 and two of the correlations were below 
.30, demonstrating a low relationship among items measuring a concept (Ferketich, 1990). None 
of the interitem correlations were above .70. Scale mean if item is deleted was similar among 
items (ranging from 6.96 – 8.52). Corrected item-to-total correlations ranged from .41 - .66, all 
items were above the .30 criteria (Streiner et al., 2015).  
 For the entire scale, scale statistics demonstrated midline effects (M = 19.63, SD = 6.23) 
(Polit, 2010). Interitem correlations ranged from .14 - .57 and nine of the correlations were 
below .30, demonstrating a low relationship among items measuring a concept (Ferketich, 1990). 
None of the interitem correlations were above .70. Scale mean if item is deleted was similar 
among items (ranging from 16.90 - 17.97). Corrected item-to-total correlations ranged from .41 
to .68, all items were above the .30 criteria (Streiner et al., 2015).  
 Reliability and factor validity analysis was conducted separately for the two subscales 
and then for the entire scale; however, it was unexpected that workplace incivility and workplace 





 Validity reporting for the “Workplace Mistreatment Questionnaire for Nurse 
Middle Managers” subscales and scale. To determine validity of the WPI subscale of the 
“Workplace Mistreatment Questionnaire for Nurse Middle Managers” an exploratory factor 
analysis was conducted using two factor analysis extraction methods: principle components (PC) 
extraction with a varimax rotation and principle axis (PAF) extraction with a direct oblimin 
rotation. The Kaiser-Meyer-Olkin (KMO) sampling measurement for the scale demonstrated 
high sampling adequacy (.76). Bartlett’s Test of Sphericity demonstrated that the correlation 
matrix is not an identity matrix,  χ2 (10) = 134.59, p < .001, supporting the use of a factor 
analysis (Field, 2013). For the PC extraction, the first loading (2.40) accounted for 48.03% of the 
explained variance. For the PAF extraction, the first loading (2.40) accounted for 36.74% of the 
explained variance. For the PC extraction, all items loaded above the criteria of .50. For the PAF, 
all items, except for WPI items 1 and 2 that were borderline, loaded above the criteria of .50 
(DeVellis, 2017). Items loadings for the workplace incivility subscale are displayed in Table 10. 
Table 10 
Item Loadings for the Workplace Incivility Subscale Comparing PC and PAF Extraction 








































 To determine validity of the WPB subscale of the “Workplace Mistreatment 
Questionnaire for Nurse Middle Managers” an exploratory factor analysis was conducted using 
two factor analysis extraction methods: principle components (PC) extraction with a varimax 
rotation and principle axis (PAF) extraction with a direct oblimin rotation. The Kaiser-Meyer-
Olkin (KMO) sampling measurement for the scale demonstrated high sampling adequacy (.79). 
Bartlett’s Test of Sphericity demonstrated that the correlation matrix is not an identity matrix,  χ2 
(10) = 164.40, p < .001, supporting the use of a factor analysis (Field, 2013). For the PC 
extraction, the first loading (2.58) accounted for 51.61% of the explained variance. For the PAF 
extraction, the first loading (2.58) accounted for 40.57% of the explained variance. For the PC 
extraction, all items loaded above the criteria of .50. For the PAF, all items, except for WPB item 
2 that was borderline, loaded above the criteria of .50 (DeVellis, 2017). Items loadings for the 
workplace bullying subscale are displayed in Table 11.  
Table 11 
Item Loadings for the Workplace Bullying Subscale Comparing PC and PAF Extraction 









































 To determine validity of the entire scale of the “Workplace Mistreatment Questionnaire 
for Nurse Middle Managers” an exploratory factor analysis was conducted using two factor 
analysis extraction methods: principle components (PC) extraction with a varimax rotation and 
principle axis (PAF) extraction with a direct oblimin rotation. The Kaiser-Meyer-Olkin (KMO) 
sampling measurement for the scale demonstrated high sampling adequacy (.88). Bartlett’s Test 
of Sphericity demonstrated that the correlation matrix is not an identity matrix,  χ2 (45) = 433.44, 
p < .001, supporting the use of a factor analysis (Field, 2013). For the PC extraction, the first 
loading (4.37) accounted for 43.72% of the explained variance. For the PAF extraction, the first 
loading (4.37) accounted for 37.73% of the explained variance. For the PC extraction, all items 
loaded above the criteria of .50. For the PAF, all items, except for WPI item 4 that was 
borderline, loaded above the criteria of .50 (DeVellis, 2017). Items loadings for the “Workplace 
Mistreatment Questionnaire for the Nurse Middle Managers” scale is displayed in Table 12.  
Table 12 
Item Loadings for the “Workplace Mistreatment Questionnaire for Nurse Middle Managers” 
Scale Comparing PC and PAF Extraction 
 
Item PC Extraction Component 
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Table 12 cont’d 
Item PC Extraction Component 
Matrix 































Path Analysis Results 
Linear Regression Results for Individual Relationships 
 The first aim of this study was to determine the direct relationships between (a) NMM 
characteristics, (b) NMM relationships, and (c) NMM role functions and two forms of WPM. 
The second aim of this study was to determine the indirect relationships between organizational 
characteristics and two forms of WPM through NMM role relationships and NMM role 
functions. Linear regressions were conducted for Hypotheses 1 – 5. Linear regressions were 
conducted separating WPI and WPB subscales. Provided that the “Workplace Mistreatment 
Questionnaire for Nurse Middle Manager” scale did not factor into two subscales, results are 
presented by the original predicted relationships with WPI and WPB separated, and then by the 
WPM scale – combining WPI and WPB items.  
 Hypotheses 1a-d. Hypothesis 1a was not supported; there was a negative direct 
relationship between total number of years in an NMM position and WPI, β = - .08. The total 
number of years in an NMM position accounted for .70% of variance in WPI with adjusted R2 = 
.00%. A linear regression established that the total number of years in an NMM position did not 




 Hypothesis 1b was not supported; there was a negative direct relationship between total 
number of years in an NMM position and WPB, β = - .06. The total number of years in an NMM 
position accounted for .40% of variance in WPB with adjusted R2 = .00%. A linear regression 
established that the total number of years in an NMM position did not significantly predict WPB, 
F(1, 137) = .50, p = .48. 
 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 
negative direct relationship between total number of years in an NMM position and WPM, β = - 
.08. The total number of years in an NMM position accounted for .60% of variance in WPM with 
adjusted R2 = .00%. A linear regression established that the total number of years in an NMM 
position did not significantly predict WPM, F(1, 137) = .80, p = .37. 
 Hypothesis 1c was not supported. Although there was a positive direct relationship 
between the number of years in the participant’s current NMM position and WPI, β = .01, this 
relationship was not significant. The number of years in participants’ current NMM position did 
not account variance in WPI, .00%, with adjusted R2 = - .01%. A linear regression established 
that number of years in participants’ current NMM position did not significantly predict WPI, 
F(1, 137) = .01, p = .91.  
 Hypothesis 1d was not supported; there was a negative direct relationship between 
number of years in participants’ current NMM position and WPB, β = - .08. The number of years 
in participants’ current NMM position accounted for .60% of variance in WPB with adjusted R2 
= .00%. A linear regression established that the number of years in participants’ current NMM 
position did not significantly predict WPB, F(1, 137) = .86, p = .37. 
 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 




position and WPM, β = - .08. The number of years in current NMM position accounted for .10% 
of variance in WPM with adjusted R2 = .00%. A linear regression established that the number of 
years in current NMM position did not significantly predict WPM, F(1, 137) = .20, p = .66. 
 Hypotheses 2a-f. Hypothesis 2a was not supported; there was a positive direct 
relationship between the total number of organizational changes and “Collegial relationships 
between nurse manager and physicians”, β = .02. The total number of organizational changes did 
not account variance in “collegial relationships between nurse manager and physicians”, .00%, 
with adjusted R2 = - .01%. A linear regression established that the total number of organizational 
changes did not significantly predict “Collegial relationships between nurse manager and 
physicians”, F(1, 137) = .04, p = .84.  
 Hypothesis 2b was supported, but not significant. There was a negative direct relationship 
between the total number of organizational changes and “Constructive nurse manager-director 
relationships”, β = - .16. The total number of organizational changes accounted for 2.50% of 
variance in “Constructive nurse manager-director relationships”, with adjusted R2 = 1.70%. A 
linear regression established that the total number of organizational changes did not significantly 
predict “Constructive nurse manager-director relationships”, F(1, 137) = 3.46, p = .07. Although 
this relationship was not significant, it was close to the significance level.  
 Hypothesis 2c was not supported. There was not an indirect effect between the total 
number of organizational changes and WPI through “Collegial relationships between nurse 
manager and physicians”, .00. 
 Hypothesis 2d was supported; however, the effect was minimal. The positive indirect 
effect between the total number of organizational changes and WPB through “Collegial 




 Unlike the regression using the WPB subscale mean, there was a negative, yet minimal, 
indirect effect, -.01, between the total number of organizational changes and WPM through 
“Collegial relationships between nurse manager and physicians”. 
 Hypothesis 2e was supported; however, the effect was minimal. The indirect effect 
between the total number of organizational changes and WPI through “Constructive nurse 
manager-director relationships” was .07. 
 Hypothesis 2f was supported; however, the effect was minimal. The indirect effect 
between the total number of organizational changes and WPB through “Constructive nurse 
manager-director relationships” was .06. 
 Similar to the regressions using the WPI and WPB subscale means, there was a minimal 
positive indirect effect, .07, between the total number of organizational changes and WPM 
through “Constructive nurse manager-director relationships”. 
 Hypotheses 3a-d. Hypothesis 3a was supported. There was a negative direct relationship 
between “Collegial relationships between nurse manager and physicians” and WPI, β = - .21. 
“Collegial relationships between nurse manager and physicians” accounted for 4.30% of 
variance in WPI, with adjusted R2 = 3.60%. A linear regression established that “Collegial 
relationships between nurse manager and physicians” significantly predict WPI, F(1, 137) = 
6.10, p = .02 
 Hypothesis 3b was supported. There was a negative direct relationship between 
“Collegial relationships between nurse manager and physicians” and WPB, β = - .27. “Collegial 
relationships between nurse manager and physicians” accounted for 7.50% of variance in WPB, 
with adjusted R2 = 6.80%. A linear regression established that “Collegial relationships between 




 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 
negative direct relationship between the “Collegial relationships between nurse manager and 
physicians” and WPM, β = - .26. “Collegial relationships between nurse manager and 
physicians” accounted for 6.60% of variance in WPM with adjusted R2 = 5.90%. A linear 
regression established that “Collegial relationships between nurse manager and physicians” 
significantly predicted WPM, F(1, 137) = 9.70, p = .002. 
 Hypothesis 3c was supported. There was a negative direct relationship between 
“Constructive nurse manager-director relationships” and WPI, β = - .43. “Constructive nurse 
manager-director relationships” accounted for 18.2% of variance in WPI, with adjusted R2 = 
17.6%. A linear regression established that “Constructive nurse manager-director relationships” 
significantly predict WPI, F(1, 137) = 30.52, p < .001. 
 Hypothesis 3d was supported. There was a negative direct relationship between 
“Constructive nurse manager-director relationships” and WPB, β = - .35. “Constructive nurse 
manager-director relationships” accounted for 12.00% of variance in WPB, with adjusted R2 = 
11.40%. A linear regression established that “Constructive nurse manager-director relationships” 
significantly predict WPB, F(1, 137) = 18.75, p < .001. 
 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 
negative direct relationship between the “Constructive nurse manager-director relationships” and 
WPM, β = - .41. “Constructive nurse manager-director relationships” accounted for 17.0% of 
variance in WPM with adjusted R2 = 16.40%. A linear regression established that “Constructive 
nurse manager-director relationships” significantly predicted WPM, F(1, 137) = 28.08, p < .001. 
 Hypotheses 4a-f. Hypothesis 4a was supported, but not significant. There was a negative 




workload”, β = -.13. The total number of organizational changes accounted for 1.70% of 
variance in “Fair and manageable workload”, with adjusted R2 = 1.00%. A linear regression 
established that the total number of organizational changes did not significantly predict “Fair and 
manageable workload”, F(1, 137) = 2.43, p = .12. 
 Hypothesis 4b was supported, but not significant. There was a negative direct relationship 
between the total number of organizational changes and “Adequate budgeted resources”, β = - 
.07. The total number of organizational changes accounted for .50% of variance in “Adequate 
budgeted resources”, with adjusted R2 = - .30%. A linear regression established that the total 
number of organizational changes did not significantly predict “Adequate budgeted resources”, 
F(1, 137) = .63, p = .43. 
 Hypothesis 4c was supported; however, the effect was minimal. The indirect effect 
between the total number of organizational changes and WPI through “Fair and manageable 
workload” was .03. 
 Hypothesis 4d was supported; however, the effect was minimal. The indirect effect 
between the total number of organizational changes and WPB through “Fair and manageable 
workload” was .02. 
 Similar to the regressions using the WPI and WPB subscale means, there was a minimal 
positive indirect effect, .03, between the total number of organizational changes and WPM 
through “Fair and manageable workload”.  
 Hypothesis 4e was supported; however, the effect was minimal. The indirect effect 
between the total number of organizational changes and WPI through “Adequate budgeted 




 Hypothesis 4f was supported; however, the effect was minimal . The indirect effect 
between the total number of organizational changes and WPB through “Adequate budgeted 
resources” was .02. 
 Similar to the regressions using the WPI and WPB subscale means, there was a minimal 
positive indirect effect, .02, between the total number of organizational changes and WPM 
through “Adequate budgeted resources”. 
 Hypotheses 5a-d. Hypothesis 5a was supported. There was a negative direct relationship 
“Fair and manageable workload” and WPI, β = - .21. “Fair and manageable workload” accounted 
for 4.30% of variance in WPI, with adjusted R2 = 3.60%. A linear regression established that 
“Fair and manageable workload” significantly predict WPI, F(1, 137) = 6.16, p = .01. 
 Hypothesis 5b was supported. There was a negative direct “Fair and manageable 
workload” and WPB, β = - .18. “Fair and manageable workload” accounted for 3.20% of 
variance in WPB, with adjusted R2 = 2.50%. A linear regression established that “Fair and 
manageable workload” significantly predict WPB, F(1, 137) = 4.51, p = .04. 
 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 
negative direct relationship between the “Fair and manageable workload” and WPM, β = - .21. 
“Fair and manageable workload” relationships accounted for 4.20% of variance in WPM with 
adjusted R2 = 3.50%. A linear regression established that “Fair and manageable workload” 
significantly predicted WPM, F(1, 137) = 6.06, p = .02. 
 Hypothesis 5c was supported. There was a negative direct relationship between 
“Adequate budgeted resources” and WPI, β = - .38. “Adequate budgeted resources” accounted 
for 14.30% of variance in WPI, with adjusted R2 = 13.60%. A linear regression established that 




 Hypothesis 5d was supported. There was a negative direct relationship between 
“Adequate budgeted resources” and WPB, β = - .26. “Adequate budgeted resources” accounted 
for 6.80% of variance in WPB, with adjusted R2 = 6.10%. A linear regression established that 
“Adequate budgeted resources” significantly predict WPB, F(1, 137) = 10.03, p = .002. 
 As demonstrated in the regressions using the WPI and WPB subscale means, there was a 
negative direct relationship between the “Adequate budgeted resources” and WPM, β = - .34. 
“Adequate budgeted resources” relationships accounted for 11.60% of variance in WPM with 
adjusted R2 = 10.90%. A linear regression established that “Adequate budgeted resources” 
significantly predicted WPM, F(1, 137) = 6.19, p < .001. 
 Figure 3 displays the resulting model from the linear regressions that examined individual 





Figure 4 displays the resulting model from the linear regressions that examined individual 
relationships between the NMM work environment variables and WPB. 
 
Figure 5 displays the resulting model from the linear regressions that examined individual 





 Hypothesized to be insignificant. By not having a hypotheses about the relationship 
between the total number of organizational changes and WPI and WPB, an assumption is made 
that the total number of organizational changes are not predictors of the two outcome variables 
and that these relationships are not significant; therefore, this assumption was tested and was 
supported. Although the total number of organizational changes had a direct relationship with 
WPI, β = .14, the total number of organizational changes only accounted for 2.10% of variance 
in WPI with adjusted R2 = 1.30%. A linear regression established that the total number of 
organizational changes did not significantly predict WPI, F(1, 137) = 2.88, p = .09. The total 
number of organizational changes had also a direct relationship with WPB, β = .23; however, the 
total number of organizational changes did not account for variance in WPB, .00%, with adjusted 
R2 = - .01%. A linear regression established that the total number of organizational changes did 




the WPI and WPB subscale means, there was a positive direct relationship between the total 
number of organizational changes and WPM, β = .09 The total number of organizational changes 
accounted for .80% of variance in WPM with adjusted R2 = .00%. A linear regression established 
that the total number of organizational changes did not significantly predict WPM, F(1, 137) = 
1.09, p = .30. The resulting model with relationships between organizational characteristics and 
WPM variables is displayed in Figure 6.  
 
 Another set of assumptions is that NMM characteristics, total number of years as an 
NMM and number of years in the participant’s current NMM position, are not predictors of the 
NMM relationship variables, nor the NMM role function variables. This set of assumptions was 
tested and supported. The total number of years as an NMM had a positive direct relationship 
with “Collegial relationships between nurse manager and physicians”, β = .14. The total number 
of years as an NMM accounted for 2.00% variance in “Collegial relationships between nurse 
manager and physicians”, with adjusted R2 = 1.30%. A linear regression established that total 
number of years as an NMM did not significantly predict “Collegial relationships between nurse 




positive direct relationship with “Constructive nurse-manager director relationships”, β = .16. 
The total number of years as an NMM accounted for 2.60% of variance “Constructive nurse-
manager director relationships” with adjusted R2 = 1.90%. A linear regression established that 
total number of years as an NMM did not significantly predict “Constructive nurse-manager 
director relationships”, F(1, 137) = 3.61, p = .06. The total number of years as an NMM had a 
positive direct relationship with “Fair and manageable workload”, β = .09. The total number of 
years as an NMM accounted for .80% of variance in “Fair and manageable workload” with 
adjusted R2 = .10%. A linear regression established that total number of years as an NMM did 
not significantly predict “Fair and manageable workload”, F(1, 137) = 1.14, p = .29. The total 
number of years as an NMM had a positive direct relationship with “Adequate budgeted 
resources”, β = .09. The total number of years as an NMM accounted for .80% of variance in 
“Adequate budgeted resources” with adjusted R2 = .00%. A linear regression established that 
total number of years as an NMM did not significantly predict “Adequate budgeted resources”, 
F(1, 137) = 1.04, p = .31.  
 The number of years in current NMM position had a positive direct relationship with 
“Collegial relationships between nurse manager and physicians”, β = .01. The number of years in 
current NMM position did not account for variance in “Collegial relationships between nurse 
manager and physicians”, .00%, with adjusted R2 = - .01%. A linear regression established that 
the number of years in current NMM position did not significantly predict “Collegial 
relationships between nurse manager and physicians”, F(1, 137) = .03, p = .88. The number of 
years in current NMM position had a positive direct relationship “Constructive nurse-manager 
director relationships”, β = .06. The number of years in current NMM position accounted for 




.00%. A linear regression established that the number of years in current NMM position did not 
significantly predict “Constructive nurse-manager director relationships”, F(1, 137) = .47, p = 
.50. The number of years in current NMM position had a negative direct relationship with Fair 
and Manageable Workload, β = - .03. The number of years in current NMM position did not 
account for variance in “Fair and manageable workload”, .00%, with adjusted R2 = - .01%. A 
linear regression established that the number of years in current NMM position did not 
significantly predict “Fair and manageable workload”, F(1, 137) = .15, p = .70. The number of 
years in current NMM position had a negative direct relationship with “Adequate budgeted 
resources”, β = - .01. The number of years in current NMM position did not account for variance 
in “Adequate budgeted resources”, .00% with adjusted R2 = - .01%. A linear regression 
established that the number of years in current NMM position did not significantly predict 
“Adequate budgeted resources”, F(1, 137) = .01, p = .93. The resulting model with relationships 







Hierarchical Multiple Regression Results for Model Testing 
 The third aim of this study was to test the full hypothesized model, based on theoretical 
ordering, by examining the additional importance of the independent variables in predicting WPI 
and WPB. Hierarchical multiple regressions were conducted for Hypotheses 6. Hierarchical 
multiple regressions were conducted separating WPI and WPB scales. Provided that the 
“Workplace Mistreatment Questionnaire for Nurse Middle Manager” scale did not factor into 
two subscales, results are presented by the original predicted relationships with WPI and WPB 
separated, and then by WPM scale – combining WPI and WPB items.  
 Hypothesis 6a. Hypothesis 6a was partially supported. A hierarchical multiple regression 
was run to determine if the addition of the total number of years in an NMM position and the 
total number of years in an NMM position improved the prediction of WPI over and above 
“Collegial relationships between nurse managers and physicians”, “Constructive nurse manager-
director relationships”, “Fair and manageable workload”, and “Adequate budgeted resources”. 
See Table 13 for full details on each regression model for WPI. The full (Model 2) model was 
statistically significant, R2 = 23.40%, F(6, 132) = 6.74, p < .001. The addition of the total number 
of years in an NMM position and the total number of years in a NMM position to the prediction 
of WPI (Model 2) did not significantly increase the explained variance, R2 = .20%, F(2, 132) = 
.18, p = .84. In Model 2, only “Constructive nurse manager-director relationships” and 
“Adequate budgeted resources had a significant negative direct relationship with WPI, β = - .32, 








Hierarchical Multiple Regression Predicting Workplace Incivility from Nurse Middle Manager 
Characteristics, Relationships and Role Functions 
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 A hierarchical multiple regression was run to determine if the addition of the total 
number of years in an NMM position and the total number of years in an NMM position 
improved the prediction of WPB over and above “Collegial relationships between nurse manager 
and physicians”, “Constructive nurse manager-director relationships”, “Fair and manageable 
workload”, and “Adequate budgeted resources”. See Table 14 for full details on each regression 
model for WPB. The full (Model 2) model was statistically significant, R2 = 17.00%, F(6, 132) = 
4.51, p < .001. The addition of the total number of years in an NMM position and the total 
number of years in a NMM position to the prediction of WPB (Model 2) did not significantly 
increase the explained variance, R2 = 1.00%, F(2, 132) = .82, p = .44. In Model 2, “Constructive 
nurse manager-director relationships” had a significant negative direct relationship with WPB, β 
= - .25, p = .01, and “Collegial relationships between nurse manager and physicians” had a 
nearly significant negative relationship with WPB, β = - .17, p = .06.  
 Similar to WPI, WPM demonstrated in Model 2 that only “Constructive nurse manager-
director relationships” and “Adequate budgeted resources” had a significant negative direct 
relationship with WPM, β = - .30, p = .001 and β = - .17, p = .04, respectively. A hierarchical 
multiple regression was run to determine if the addition of the total number of years in an NMM 
position and the total number of years in a NMM position improved the prediction of WPM over 
and above “Collegial relationships between nurse manager and physicians”, “Constructive nurse 
manager-director relationships”, “Fair and manageable workload”, and “Adequate budgeted 
resources”. See Table 15 for full details on each regression model for WPM. The full (Model 2) 
model was statistically significant, R2 = 21.60%, F(6, 132) = 6.05, p < .001. The addition of the 




the prediction of WPM (Model 2) did not significantly increase the explained variance, R2 = 
.10%, F(2, 132) = .08, p = .92. 
Table 14 
Hierarchical Multiple Regression Predicting Workplace Bullying from Nurse Middle Manager 
Characteristics, Relationships and Role Functions 
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Hierarchical Multiple Regression Predicting Workplace Mistreatment, Combining Workplace 
Incivility Items and Workplace Bullying Items, from Nurse Middle Manager Characteristics, 
Relationships and Role Functions 
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 Hypothesis 6b. Hypothesis 6b was supported in that organizational characteristics did 
not have a significant relationship with WPI, WPB, nor WPM. A hierarchical multiple regression 
was run to determine if the addition of the total number of years in an NMM position, the total 
number of years in a NMM position, and total number of organizational changes improved the 
prediction of WPI over and above “Collegial relationships between nurse managers and 
physicians”, “Constructive nurse manager-director relationships”, “Fair and manageable 
workload”, and “Adequate budgeted resources”. See Table 1 for full details on each regression 
model for WPI. The full (Model 2) model was statistically significant, R2 = 24.10%, F(7, 131) = 
5.93, p < .001. The addition of the total number of years in an NMM position, the total number 
of years in an NMM position, and the total number of organizational changes to the prediction of 
WPI (Model 2) did not significantly increase the explained variance, R2 = .80%, F(3, 131) = .48, 
p = .70. In Model 2, only “Constructive nurse manager-director relationships” and “Adequate 
budgeted resources” had a significant negative direct relationship with WPI, β = - .30, p = .001 
and β = - .24, p = .01, respectively.  
 A hierarchical multiple regression was run to determine if the addition of the total 
number of years in an NMM position, the total number of years in an NMM position, and the 
total number of organizational change improved the prediction of WPB over and above 
“Collegial relationships between nurse managers and physicians”, “Constructive nurse manager-
director relationships”, “Fair and manageable workload”, and “Adequate budgeted resources”. 
See Table 17 for full details on each regression model for WPB. The full (Model 2) model was 
statistically significant, R2 = 17.00%, F(7, 131) = 3.84, p = .001. The addition of the total number 
of years in an NMM position, the total number of years in an NMM position, and the total 




increase the explained variance, R2 = 1.10%, F(3, 131) = .55, p = .65. In Model 2, “Constructive 
nurse manager-director relationships” had a significant negative direct relationship with WPB, β 
= - .30, p = .01, and “Collegial relationships between nurse manager and physicians” had a 
nearly significant negative relationship with WPB, β = - .30, p = .06. 
 Similar to WPI, in Model 2, only “Constructive nurse manager-director relationships” 
and “Adequate budgeted resources” had a significant negative relationship with WPM, β = - .30, 
p = .001 and β = - .19, p = .04, respectively. A hierarchical multiple regression was run to 
determine if the addition of the total number of years in an NMM position, the total number of 
years in an NMM position, and total number of organizational changes improved the prediction 
of WPM over and above “Collegial relationships between nurse managers and physicians”, 
“Constructive nurse manager-director relationships”, “Fair and manageable workload”, and 
“Adequate budgeted resources”. See Table 18 for full details on each regression model. The full 
(Model 2) model was statistically significant, R2 = .21.70%, F(7, 131) = 5.18, p < .001. The 
addition of the total number of years in an NMM position, the total number of years in a NMM 
position, and the total number of organizational changes to the prediction of WPM (Model 2) did 
not significantly increase the explained variance, R2 = .20%, F(3, 131) = .12, p = .95. 
 The final model. The final path diagram model is depicted in Figure 8. This model 
provides results for the significant direct relationships from the hierarchical multiple regressions 









Hierarchical Multiple Regression Predicting Workplace Incivility from Organizational 
Characteristics and Nurse Middle Manager Characteristics, Relationships and Role Functions 
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Hierarchical Multiple Regression Predicting Workplace Bullying from Organizational 
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Hierarchical Multiple Regression Predicting Workplace Mistreatment, Combining Workplace 
Incivility Items and Workplace Bullying Items, from Organizational Characteristics and Nurse 
Middle Manager Characteristics, Relationships and Role Functions 
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Nurse middle managers from all regions of the United States were represented in this 
study. An adequate sample, 139 participants, was acquired to perform path analysis techniques. 
The NM-PES (Warshawsky et al., 2013) and the “Workplace Mistreatment Questionnaire for 
Nurse Middle Managers” demonstrated adequate reliability. The final model demonstrated a 
good fit for relationships between (a) “Constructive nurse manager-director relationships” and 
“Adequate budget resources” and WPI and (b) “Constructive nurse manager-director 









DISCUSSION AND CONCLUSION 
Introduction 
   The full hypothesized conceptual model tested in this research study theorized that nurse 
middle manager (NMM) characteristics, organizational characteristics, and NMM relationships 
and role functions were environmental antecedents to workplace incivility (WPI) and workplace 
bullying (WPB). In this sample of 139 NMMs across 30 states and employed through 75 
different organizations, “Constructive nurse manager-director relationships” had a significant 
direct relationship with WPI and WPB, and “Adequate budgeted resources” had a significant 
direct relationship with WPI. Nurse middle manager characteristics did not improve the 
prediction of WPI and WPB over and above the NMM practice environment variables. This 
study is generalizable to inpatient and outpatient NMMs across the United States. This chapter 
offers a discussion on all the results of the research study. Limitations of the research study are 
provided, and recommendations for future research are presented.  
Discussion 
Organizational Change 
 Nurse middle manager participants, on average, reported 2.81 significant organizational 
changes in the past six months. Administrative change, entailing leadership position changes, 
and clinical program change, entailing the addition or termination of services, technology, and/or 
units were the most frequently reported changes. The insignificant relationships between the total 
number of organizational changes and the NMM relationship or role variables were unexpected 
findings. The tool used to capture organizational change may not be adequate, and research 




degree of impact the organizational change has on the individual and/or unit and how much 
control and influence the individual has over the change.  
 Provided that this study was exploratory, it is worth noting that there was a strong 
relationship between organizational change and WPI, and not WPB. The strength of the 
relationship between organizational change and WPI is logical as change places a high demand 
on individuals, and if support and resources are not provided these changes can be perceived as 
stressful and lead to negative consequences (Bakker & Demerouti, 2014). An increased workload 
can be stressful to individuals and workload is associated with organizational change; this 
finding is consistent with Francis et al. (2015) which found that individuals with higher workload 
demonstrated more uncivil behaviors. The number of organizational changes did not have a 
direct relationship with WPB; this finding is because bullying is a targeted behavior towards 
another individual occurring over a long period of time (Einarsen, 2000), and those bullying 
behaviors are not necessarily caused by organizational change. 
Nurse Middle Manager Characteristics   
 The total number of years as an NMM had an unexpected negative direct effect with 
perceptions of WPI and WPB. These findings are in opposition of findings from Oyeleye et al. 
(2013). Interestingly, there was a positive direct relationship between the number of years in the 
current NMM position and WPI. Provided that the total number of years as an NMM had a 
negative direct effect on WPI and WPB, there is the question as to whether time “heals” 
perceptions of past experiences of WPM, while NMMs in their current position may find that 
perceptions of WPI are at the forefront of an individual’s memory. There are inconsistent 





Nurse Middle Manager Work Environment Variables 
  Participants “somewhat agreed” to having collegial relationships with physicians and 
having supportive and constructive relationships with their director; however, it was a 
concerning finding that, on average, participants “disagreed” to having adequate budgeted 
resources. Workplace incivility was experienced more frequently than WPB at the management-
level. To date, this is one of the first studies that has examined NMM workplace mistreatment 
(WPM). Outpatient settings have not been a focal point of WPM research and this study captured 
NMM in outpatient settings. Inpatient NMMs reported higher levels of WPI than outpatient 
NMMs and reports of bullying were similar across settings. This study captured bullying from 
several sources; however, this study differs in that two items captured WPI and WPB from staff 
to NMMs. 
 Workplace incivility. “Constructive nurse manager-director relationships” and 
“Adequate budgeted resources” had a significant negative direct effect on WPI. Approximately 
80% of participants in this study experienced some degree of uncivil behaviors from their 
director in which there was a lack of presence and feedback. This finding mirrors the qualitative 
study in which participants reported that their director allowed interruptions and was 
multitasking during meeting times and there was a lack of acknowledgment when suggestions 
were offered, and feedback on performance was not provided. The direct relationship between 
the NMM and director and WPI are congruent with the study conducted by Harold and Holtz 
(2015) in which passive leadership had a positive relationship with experienced WPI. Leadership 
skills and abilities to provide support is essential to inhibit WPI. The direct relationships between 
a positive assessment of leadership abilities and support and adequate resources for clinical 




Lake, 2018). Directors can provide protected time to meet with NMMs to be actively present to 
give clear expectations on their role in the change and offer feedback to improve performance. 
Clearly communicated expectations, professional practice development strategies, and 
professional mentorship through an atmosphere of collegiality between directors and NMMs can 
prevent misperceptions and relationship strain, and ultimately, perceptions of WPI. Directors 
may be spread too thin to foster healthy relationships with NMMs, so senior leadership should 
ensure that the environment allows for relationships to be nurtured by examining the workload of 
nurse directors. Through supportive relationships NMMs may feel that there is structural 
empowerment within the reporting structure, which may offset WPI. It has been demonstrated 
that structural empowerment has a negative direct effect with supervisor and co-worker incivility 
(Arslan Yürümezoğlu & Kocaman, 2019). In this same study supervisor WPI, not co-worker 
WPI, had a direct positive effect on intention to leave the organization. This study stresses the 
importance of fostering relationships between subordinates and supervisors to prevent WPI, and 
ultimately, prevent turnover, which can be financially costly to the organization and cause unit 
turbulence.     
 Nearly all the participants reported experiencing a lack of citizenship behaviors after an 
organizational change was initiated and there was an increased workload. This finding reflects 
similar findings of the qualitative study in which participants reported verbal abuse from 
individuals with high workloads. Senior leaders can predict the degree of impact a significant 
organizational change could have on NMMs, ensure that resources are obtainable, and frequently 
assess whether the increased workload is manageable. Seventy-one percent of participants 
reported experiencing a degree of WPI demonstrated by silence and glares when presenting 




qualitative study and implies that NMMs that come forward with legitimate concerns and 
challenges the status quo are being discouraged from speaking through aggressive non-verbal 
communication. Senior leaders can address such misbehaviors in team meetings and encourage 
NMMs to present ideas and offer insights to potential unintended consequences. Slightly less 
than half of participants reported experiencing passive aggressive comments from peers about 
resource allocations. A lack of resources can be perceived as a stressor on an individual, which 
means that the individual may perceive the inability to meet work demands leading to 
unintentional perpetration of WPI. This finding reflects the importance of including NMMs in 
financial planning related to initiatives and ensuring that stakeholders understand how and why 
resources are distributed. Nurse middle managers should participate in organizational initatives 
that will impact their work and should be encouraged to participate during all the stages of the 
decision-making process.  
 Rude and inappropriate emails from staff when staffing changes were implemented were 
reported by almost 70% of the participants, and similar behaviors were described by participants 
in the qualitative study. Prior to staffing changes, directors can work with NMMs to ensure that 
there is enough staff to meet operational demands. Mentoring relationships can be developed 
between directors and NMMs to coach on conflict management practices with staff and assist 
with obtaining resources during staffing changes.  
 The findings from this study contribute to the WPI theory. Andersson and Pearson (1999) 
noted that other organizational characteristics could be facilitators to WPI. This study 
demonstrated that low perceptions of “Constructive nurse manager-director relationships” and 
“Adequate budgeted resources” are environmental facilitators of WPI. Andersson and Pearson 




inappropriate emails support this facilitator. In this era of technology, incivility can be displayed 
in electronic forms. Senior leadership may consider communicating expectations of how 
electronic communication is dictated and communicate consequences to sending uncivil emails. 
Andersson and Pearson (1999) theorized that certain individuals under “stressful circumstances” 
are less likely to control behavior and such circumstances in health care work environments may 
be caused by organizational changes and initiatives, as demonstrated by the strong relationship 
between organizational change and WPI.      
 Workplace bullying. “Constructive nurse manager-director relationships” also had a 
significant negative direct effect on WPB. Nurse middle managers (42.4%) reported 
experiencing some degree of bullying through withholding resources and public belittlement 
from a senior leader. This finding supports another study in which 38% of nurse leaders reported 
bullying by a supervisor or manager that was not their direct leader (Hampton et al., 2018). 
These are especially concerning findings as NMMs often seek assistance from upline directors 
and senior leadership. The direct relationship between poor leadership and WPB, in which social 
community fully explains this relationship, has been supported (Francioli et al., 2018). This 
finding is similar to study that resulted in a significant negative direct relationship between 
psychological safety and WPB; however, in this same study the authors did not find a significant 
relationship between the quality of leadership and WPB (Arnetz et al., 2019). Senior leaders can 
assist NMMs in providing strategies to meet goals with the current financial state. Through 
leadership practices, upline directors and senior leaders need to create an environment of civility 
through belongingness, comradery, trust, and respect for NMMs that may ultimately 
counterpoise WPB. It is no longer acceptable to allow for passive leadership practices, as this 




(Glambek, Skogstad, & Einarsen, 2018). The authors noted that leadership inaction may 
inadvertently support the perpetrator and the situation becomes so escalated that it can be too late 
to intervene.  
 Almost half of the participants reported experiences of WPB from staff after resources 
cuts. The reports of WPB were reported higher in this study than those that from another study in 
which 19% of the nurse leader participants reported WPB from staff (Hampton et al., 2018). 
Furthermore, 61% of participants reporting witnessing staff ganging when financial incentives 
were offered to certain staff, and this finding reflects the finding from the qualitative study in 
which resources were perceived as unfairly distributed by staff. Essential director duties include 
the ability to ensure that resources are adequate, obtainable, and available for NMMs, and to 
provide support during conflicts with staff. Adequate planning on how conflict could occur in the 
future with staff is essential when dealing with financial incentives and assistance with 
appropriate and early messaging to staff should be available to NMMs. Provided the prevalence 
of staff to NMM bullying, nurse directors may need to step in early during conflicts between 
staff and NMMs to provide the appropriate support and assist in conflict de-escalation and have a 
response plan. Adequate budgeted resources affect clinical nursing staff and NMMs and 
instances in which resources are low and job demands are high can lead to role conflict. The 
relationship between high role conflict and high WPB has been supported (Reknes, Einarsen, 
Gjerstad, & Nielsen, 2019). Provided the results from the study conducted by Reknes et al. 
(2019) and the findings from this study, it is crucial that the adequacy of resources to accomplish 
job tasks and demands is examined, thereby potentially inhibiting WPB.     
 Provided that this study was exploratory, it is noteworthy that “Collegial relationships 




Approximately 45% of participants had experienced a degree of WPB during conversations of 
staff performance with a physician in which the NMMs experienced belittlement and/or slander. 
The finding from this study mirrors a finding in the qualitative study in which physician partners 
perpetuated misbehaviors. These findings reflect the views of several authors that have attributed 
WPB in nursing to patriarchal influence and physician control over the profession (Becher & 
Visovsky, 2012; Longo, 2015; Rodwell & Demir, 2012; Weaver, 2013). This is the first study to 
capture bullying behaviors between physicians and NMMs and warrants further investigation to 
capture the understanding in the roles of both disciplines in organizational change.  Senior 
leadership can develop collegial relationships through dyad partnerships and teambuilding in 
which input is valued, roles and scopes are defined, and the work is portrayed as a collaborative 
process to improve patient care and the work environment. Slightly over half of the participants 
reported experiencing ganging behaviors from peers in which information and resources were 
withheld. This finding indicates that peers can create an environment of isolation for an NMM 
and lead to their ultimate failure. Teambuilding opportunities are important for NMMs to 
develop a network of support, as the role of the NMM can be quite isolating.  
 The findings from this study contribute to the WPB theory. Einarsen (2000) explained 
that the display and escalation of conflict are influenced by whether the organizational climate 
permits aggressive behaviors to occur without repercussion. Provided the number and frequency 
of reports of bullying, this study suggests that several organizations have permitted bullying 
behaviors related to low social support and inadequate leadership. Several participants reported 
exclusion of information and resources from peers and a senior leader. This finding indicates the 
importance of monitor such behaviors and ensuring that NMMs are obtaining the resources 




distinguishing characteristic of WPB (Einarsen, 2000). Findings from this study indicate that 
power differentials that lead to WPB between nurses and physicians and NMMs and senior 
leaders exist. These power differences impact the ability for NMMs to contribute to stages of the 
decision-making process and receive constructive feedback. Senior leaders need to be aware of 
circumstances that place NMMs in possible situations where power differentials exist and offer 
support.  
Limitations 
There are some limitations to this study. Convenience sampling was the most feasible 
form of sampling; however, self-selection bias may have occurred (Portney & Watkins, 2015). 
This study can only be generalized to NMMs that have professional nursing organization 
memberships. This study was a cross-sectional study; therefore, causation cannot be inferred. It 
is important to note that the results from this study do not prove the model or causation; 
however, the model demonstrated a good fit based on the supported causal hypotheses in the 
model (Ferketich & Verran, 1990).  
 Forty-seven cases were dropped from the analyses as there was missing data on critical 
variables, and two cases were deemed outliers and were subsequently dropped. It is noteworthy 
that the sample used to run the analyses may not fully represent the population, as cases were 
dropped due to incomplete responses. Participants that submitted incomplete responses may have 
experienced discomfort in reporting experiences of WPM, despite the ensured anonymity, or 
may have lacked enough time to complete the survey. Incomplete responses may have also been 
related to time constraints, although the survey was designed with NMMs in mind and the 




period of time. Another limitation is that some of the  variables demonstrated a degree of non-
linearity and heteroscedasticity which could be improved through transformations.  
 “Other” clinical areas had higher reports of WPI and WPB; however, it was a small 
subset of the sample. Although this study defined emergency departments and surgical areas as 
“ambulatory” some participants chose “other” to define their clinical area. Some participants that 
chose “other” included areas that oversee both ambulatory and inpatient and non-traditional 
settings, such as flight nursing. These NMMs are not fully represented in this study and the high 
reports of WPM warrants further investigation. There may be different or additional initiatives in 
managing multiple unit-types. Further work would include separating emergency departments 
and surgical areas to capture relationships between work environment variables and WPM. 
 Several organizational variables were not included in the survey to keep the survey short 
for the target sample. Variables to include in future research studies include Magnet-status, 
union-status, academic-status, and trauma-level. The tool used to capture organizational change 
may not be adequate, and further development of a measure should be made to capture the 
degree of impact on the role of the NMM and the degree of control over practice to make 
decisions.  
 Reliability statistics to capture NMM workload was low (.67), which may be an 
indication that this scale is not the best measure of workload for the sample used in this study 
(DeVellis, 2017). Further research in capturing workload of NMMs, include the number of 
evaluations to complete annually, number of managed employees, number of managed units, 
number of quality improvement projects, and annual budget. Hours worked, and mental demand 




 The “Workplace Mistreatment Questionnaire for Nurse Middle Managers” demonstrated 
adequate internal consistency reliability for the subscales and the scale. The scale included 
elements of organizational change, which implies within the item that organizational change is 
an antecedent to forms of mistreatment. Although this is a limitation of the scale, survey items 
were developed using literature and a qualitative study that indicated that organizational change 
was an antecedent to misbehaviors in the workplace. Strengths of this scale are that items 
appropriately captured behaviors, frequency, and intensity associated with WPI and WPB. The 
sample size was adequate for validity testing (DeVellis, 2017). The scale did not factor into two 
subscales, which was an unexpected finding. Nurse middle managers may not know the 
differences between the two forms of mistreatment and may see mistreatment items as one 
concept. This supports the importance of defining these concepts and associated misbehaviors in 
practice settings. Further tool development could increase explained variance, and such 
development may include an examination of how concepts and behaviors converge and diverge 
and providing definitions to participants at the beginning of each subscale.  
Future Research Opportunities 
 Further work with the dataset will include examining differences between inpatient and 
outpatient clinical areas, generational cohorts and across organizations. Additional research will 
be conducted to continue the development of the “Workplace Mistreatment Questionnaire for 
Nurse Middle Managers”.  
 Workplace mistreatment experienced by nurse managers in quality and compliance 
positions has not been examined. This area of nursing often deals with organizational change and 
quality initiatives and this population may experience higher levels of WPM as they are 




these roles may offer insight on resiliency to WPM. Tolerance levels of WPM by different 
sources (staff, peers, directors, physicians, senior leaders) may offer insight as to which sources 
impact nurses the most and target interventions address WPM from that source.  
 Nurse manager turnover is not reported outside of organizations. It would be worthy to 
examine NMM WPM, turnover, and the associated costs of turnover including the impact on 
unit-level staff. To date, WPI and WPB have not been empirically examined with nurse-sensitive 
indicators or safety reporting. Research in this area would help determine the impact of 
mistreatment on the health care delivery system and patient outcomes. Interestingly, in a recent 
study that included data from 600 hospitals found that the nursing work environment 
significantly predicted patient mortality, while the perception of a safety climate did not (Olds, 
Aiken, Cimiotti, & Lake, 2017). Again, the health of the nursing work environment is an area 
that should be targeted in intervention research.  
 This study demonstrated that relationships between NMMs and directors have direct 
effects on WPI and WPB and that adequate budgeted resources had a direct effect on WPI. 
Future interventions should target these work environment variables to prevent WPM. 
Relationship interventions for NMMs may include the creation of a mentorship program; 
creation of a social community (Francioli et al., 2018) or psychologically safe environment 
(Arnetz et al., 2019); building protected time into work schedules for relationship development; 
formation of NMM-physician dyads; increased oversight of hierarchical relationships; electronic 
communication training; and conflict management training that stresses the importance of 
documentation and teaches on the disciplinary process. Reknes et al. (2019) found that 
individuals with negative affect, trait anger, and anxiety dispositional characteristics reported 




research studies how to effectively support employees with these dispositional characteristics to 
prevent perceptions of WPB, possibly through mentorship to convey that support and adequate 
resources are available during demanding periods and providing constructive criticism and action 
planning on performance.    
 Adequate resource interventions may include the inclusion of NMMs during the planning 
stages of an organizational change; improved budget training and forecasting; creation of a 
crosswalk of available resources for projects; goal alignment between the NMM, upline director, 
and physician dyad and a team-approach to action planning; identification of potential 
unintended consequences with each initiative prior to execution; added support for NMMs when 
organizational change impacts staff; and evaluation of potential role conflict. 
Summary 
 The purpose of this cross-sectional research study using a non-experimental cause 
technique was to determine whether relationships existed between NMM characteristics, 
organizational characteristics, factors in the clinical nursing work environment and WPM as 
perceived by NMMs. The relationship between the NMM and the upline director and adequate 
budgeted resources had significant direct effects on WPM. Implications of the study were 
discussed, and the study added support to two WPM theories. This study identified work 
environment variables that are amenable to change that can inform future intervention studies to 
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